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ABSTRACT 
Minjeong Jo: Perceived Quality of Communication with ICU Physicians and Nurses and Its 
Relationship to Symptoms of Anxiety, Depression, and Stress among Family Members of 
Chronically Critically Ill Patients in Korea  
(Under the direction of Mi-Kyung Song) 
 Background: Communication between family members of chronically critically ill 
patients and intensive care unit (ICU) physicians or nurses about patient treatment occurs 
frequently. Family members’ perceptions of communication with ICU physicians and nurses 
about patient treatment have been shown to be associated with family members’ symptoms of 
anxiety, depression, and stress. Yet little is known about the extent of such communication in 
Korea or its relationship to family members’ psychological symptoms.  
 Purpose: This dissertation is composed of three studies. The purpose of chapter two was 
to describe what is known about communication between family members of chronically 
critically ill patients and physicians or nurses in Korea. The purpose of chapter three was to 
develop a Korean version of the Quality of Communication (QOC) questionnaire. The purpose 
of chapter four was to examine whether family members’ symptoms of anxiety, depression, and 
stress are associated with their perceived quality of communication with ICU physicians and 
nurses.  
 Methods: In chapter two, a narrative review of studies including explicit data of 
communication between family members of adult patients and physicians or nurses about patient 
treatment was conducted. In chapter three, the QOC questionnaire was translated and cross-
culturally adapted from English into Korean. In chapter four, a cross-sectional, descriptive, and 
correlational design was implemented.  
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 Results: Chapter two reports on a lack of existing empirical data about family members’ 
perceptions of the quality of communication with physician and nurses over patient treatment in 
Korea. Chapter three details the development of the Korean version of the QOC questionnaire. In 
chapter four, family members’ perceived quality of communication with ICU nurses is shown to 
be negatively associated with their symptoms of depression (β=−0.01, p=.03).  
 Conclusion: This dissertation findings may be useful in identifying areas of family-ICU 
care provider communication that need to be improved in Korea. Also, findings may provide 
additional data on the relationships between family members’ perceptions of quality of 
communication with ICU care providers and their psychological symptoms. It is proposed that 
validation of the Korean version of the QOC questionnaire that includes an assessment of 
multiple psychometric properties be conducted in future research.  
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CHAPTER 1: INTRODUCTION 
Background and Significance 
Chronic critical illness 
 With advances in intensive care, the chronically critically ill population is growing 
(Nelson, Cox, Hope, & Carson, 2010). Long-term mechanical ventilation, prolonged mechanical 
ventilation, and long-term intensive care unit (ICU) stays have been used synonymously with 
chronic critical illness (CCI) (Daly et al., 1996; MacIntyre et al., 2005; Nelson et al., 2010). CCI 
is also characterized by malnutrition with altered body composition, impaired anabolism, 
vulnerability to infection, brain dysfunction, pain, dyspnea, inability to communicate, and 
depression. (Kalb & Lorin, 2002; Nelson et al., 2004; Nelson et al., 2006; Vanhorebeek & Van 
den Berghe, 2006). As yet, there is no universal definition of chronic critical illness (Carson, 
2012; Nelson et al., 2010).  
 Placement of a tracheostomy has been used as one approach to defining CCI (Carson, 
2012; Nelson et al., 2007). Physicians anticipate that patients undergoing tracheostomy will 
require prolonged mechanical ventilation due to failure to wean from mechanical ventilation 
(Carson, 2012). Another common approach to defining CCI is to rely upon a specific 
predetermined length of time of prolonged usage of mechnical ventilation (Carson, 2012; Dasta, 
McLaughlin, Mody, & Piech, 2005). Researchers have used different durations to determine 
prolonged mechanical ventilation ranging from 2 to 29 days (Chelluri et al., 2004; Daly, 
Douglas, Kelley, O’Toole, & Montenegro, 2005; Gracey, Naessens, Krishan, & Marsh, 1992; 
MacIntyre et al., 2005). Alternatively, some studies have looked to the duration of ICU stay 
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(from 5 to 21 days) when defining chronic critical illness (Carson & Bach, 2002; Daly et al., 
1996; Douglas et al., 1997). However, identifying CCI patients based on lengths of ICU stay 
may not reflect the patients’ clinical characteristics of chronic critical illness. This is due to the 
lengths of ICU stay being influenced by other clinical practice factors, such as transfer or 
discharge policies, which are unrelated to the patients’ chronic critical illness.  
 Among the aforementioned approaches to defining CCI, relying upon the duration of 
mechanical ventilation has been the most frequent for sample selection in studies involving CCI 
patients (Cox et al., 2012; Daly et al., 2010; Douglas, Daly, Kelley, O’Toole, & Montenegro, 
2005; Hickman, Daly, Douglas, & Clochesy, 2010; Im, Belle, Schulz, Mendelsohn, & Chelluri, 
2004). Although there has been little consensus about what constitutes prolonged mechanical 
ventilation, researchers have used a duration of at least three days as an operational definition of 
CCI patients (Daly et al., 2010; Douglas et al., 2005; Hickman et al., 2010). The target for 
weaning patients from mechanical ventilation is typically between 48 and 72 hours after the 
initiation of mechanical ventilation in the ICU (MacIntyre et al., 2005). In a study investgating 
patients’ clinical outcomes related to reintubation (Epstein, Ciubotaru, & Wong, 1997), 
researchers reported that failure to extubate within three days of initiation of mechanical 
ventilation in the ICU was associated with patients’ increased hospital mortality, transfer to 
extended care facilities, and longer ICU stays. Therefore, for the purpose of this study, the 
operational definition of CCI will be consistent with that of a study by Douglas et al. (2005), 
who define CCI as use of mechanical ventilation for >3 days. This definition was used in order to 
capture patients who were likely to be CCI with clinical problems associated with a high risk of 
continued mortality and morbidity (Douglas et al., 2005). 
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Characteristics of CCI patients  
 According to studies based on hospital medical records, CCI patients (defined by 
dependence on mechanical ventilation for more than 21 days) accounted for 5.1% to 5.8% of all 
patients (N= 2440-2600) who were admitted to medical ICUs in Korea between 2003 and 2010 
(Kim et al., 2012; Lee, Hong, Lim, & Koh, 2008). These studies also reported the demographic 
and clinical characteristics of CCI patients (Kim et al., 2012; Lee et al., 2008). More than 60% of 
CCI patients (N=130-140) were male and the mean age was more than 60 (Kim et al., 2012; Lee 
et al., 2008). The mean of total ICU length of stay was 43 to 50 days, and the mean of total 
hospital length of stay was 77 to 84 days across studies (Kim et al., 2012; Lee et al., 2008). The 
mean of total duration of mechanical ventilation was 46 days (Kim et al., 2012). In addition, the 
most common diagnosis of initial ICU admission was respiratory failure caused by pulmonary 
diseases (97 of 136) including pneumonia, acute exacerbation of chronic lung disease, 
pulmonary tuberculosis, and pulmonary edema (Kim et al., 2012). These findings suggest that 
the majority of CCI patients in Korea comprises older adults who require prolonged mechanical 
ventilation and long ICU stays.  
Outcomes of CCI patients  
 CCI patients are at high risk for death and re-hospitalizations. Across studies, the 
reported mortality rates of CCI patients were 43% to 46% (N=25-60) and six-month cumulative 
mortality rates were 59% to 76% (N=80-107) in Korea (Han, Moon, Lee, Cho, & Na, 2008; Kim 
et al., 2012; Lee et al., 2008). In the United States (U.S.), patients who failed to wean from the 
ventilator were 6.6 times more likely to die within a year than who succeeded to breathe 
independently (Bigatello, Stelfox, Berra, Schmidt, & Gettings, 2007). CCI patients who were on 
mechanical ventilation for more than 21 days had higher one-year mortality (58% versus 48%) 
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than patients who were ventilated for no more than 96 hours (Cox, Carson, Lindquist, et al., 
2007). Although CCI patients are successfully liberated from mechanical ventilation and 
discharged from ICU, they may require additional institutional care due to impaired physical 
dysfunction or cognitive impairment. In Korea, more than 40% (34 of 74) of CCI patients who 
survived in the ICU were transferred to other hospitals (Kim, et al., 2012). Similarly, among CCI 
patients in the U.S. who survived more than one year following mechanical ventilation, more 
than half of the patients needed caregiver assistance due to functional impairments (Chelluri et 
al., 2004; Cox et al., 2009). Reported readmission rates for CCI patients were 40% (of 334) in 
the first two months following hospital discharge (2005). More than 90% (of 25) of patients were 
discharged to skilled nursing facilities (Nelson et al., 2004) and 75% (of 96) of patients who 
were discharged to extended care facilities could not be sufficiently rehabilitated for return to 
home after twelve months and remained institutionalized until their deaths (Nasraway, Button, 
Rand, Hudson-Jinks, & Gustafson, 2000).  
 Moreover, CCI imposes a financial burden on patients, family members, and the health 
care system as a whole. Researchers have estimated that the U.S. health care system’s annual 
cost of care for CCI patients is exceeding $20 billion per year (Cox, Carson, Govert, Chelluri, & 
Sanders, 2007). The financial burden of CCI might be due to the high cost of prolonged 
mechanical ventilation in the ICU. The mean ICU cost and length of stay were $31, 574 and 14.4 
days for patients who required mechanical ventilation, and $12,931 and 8.5 days for those not 
requiring mechanical ventilation (Dasta et al., 2005). Furthermore, there may be additional costs 
due to post-discharge care expenses for CCI patients (Cox & Carson, 2012). Patients’ average 
one-year of additional costs accrued after discharge from the ICU, which are related to hospital 
readmissions, other institutional facility care, inter-facilities transportation, and outpatient care 
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(Unroe et al., 2010). Although cost of care for CCI patients has not been targeted for 
investigation in Korea, national data indicates that the cost per day for all patients who stayed in 
the ICU was roughly twice as high than those who did not stay in the ICU (₩330,000 vs 
₩195,800; approximately $300 vs $178) (National Evidence-based Healthcare Collaborating 
Agency, 2009).  
Symptoms of anxiety, depression, and stress among family members of CCI patients 
 A number of researchers have examined the symptom severity of anxiety and depression 
among family members of ICU patients in the U.S. and Europe (Anderson, Arnold, & Angus, 
2008; McAdam, Fontaine, White, Dracup, & Puntillo, 2012; Pochard et al., 2001; Pochard et al., 
2005; Young et al., 2005). Across studies, the prevalence for symptoms of anxiety (defined by 
Hospital Anxiety and Depression Scale [HADS] scores greater than 8) ranged from 42% to 73%, 
and symptoms of depression (HADS scores greater than 8) were present in 16% to 35% of 
family members of ICU patients (N=50-544) (Anderson et al., 2008; Pochard et al., 2005). 
Family members’ symptoms of anxiety and depression likely decreased over time. The mean 
score of HADS during patients’ ICU stay was 11.5 for anxiety and 9.5 for depression. Three 
months after patients’ ICU discharge, these scores were reduced to 7.4 for anxiety and 5.6 for 
depression. However, at the three-month follow up, 44% and 27% of family members (N=41) 
were still at risk for having moderate or severe symptoms of anxiety and depression (HADS 
scores greater than 11), respectively (McAdam et al., 2012). These findings suggest that family 
members of ICU patients are at risk for symptoms of anxiety and depression and that these 
symptoms persist for months following patients’ ICU discharge. 
6 
 
 Alternatively, symptoms of stress have been used to assess family members’ 
psychological health related to the ICU experience (Anderson et al., 2008; Azoulay et al., 2005; 
Chui & Chan, 2007; Gries et al., 2010; Jones et al., 2004; Kross et al., 2011; Lautrette et al., 
2007; McAdam et al., 2012; Paparrigopoulos et al., 2006). The prevalence of symptoms of stress 
(defined by Impact of Event Scale [IES] (Horowitz, Wilner, & Alvarez, 1979) scores greater 
than 30) ranged from 35% (of 34) to 80% (of 284) (Anderson et al., 2008; Azoulay et al., 2005; 
Chui & Chan, 2007; Jones et al., 2004; Paparrigopoulos et al., 2006). The symptoms of stress 
were more severe during the first week of a patient’s admission to the ICU than those at the time 
of a patient’s discharge from the ICU. During this period, the mean score of IES was reduced 
from 42.2 to 34.5 (Paparrigopoulos et al., 2006). However, more than a third (33% to 35%) of 
family members (N=50-284) was still at risk for symptoms of stress, three to six months after 
patients’ discharge (Anderson et al., 2008; Azoulay et al., 2005). These findings suggest that 
family members of patients in the ICU are at risk for having symptoms of stress both during and 
after the patients’ ICU stays. 
 Associations between a patient’s ICU admission and family members’ symptoms of 
anxiety and stress have been also identified in Korea (Cho & Jun, 2007; Choi, Kim, Hong, Lee, 
& Lee, 2013; Hwang & Kim, 2000; Kim et al., 2007; Kim, 2012; Lee & Lee, 2012). In an 
interview study that explored family members’ experiences in the ICU (Hwang & Kim, 2000), 
family members self-reported symptoms of anxiety, fear, grief, and annoyance during the 
patient’s stay in the ICU. Across studies, mean scores of the Korean version of State-Trait 
Anxiety Inventory (K-STAI) (Kim & Shin, 1978) ranged from 51 to 61 in family members of 
ICU patients (Cho & Jun, 2007; Choi et al., 2013; Lee & Lee, 2012). This suggests that family 
members might be at risk for having symptoms of anxiety (defined by STAI scores greater than 
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54). In addition, family members of ICU patients were at risk for having symptoms of stress 
(mean score: 4.3 out of 5 on the stress scale developed by study researchers), in which the mean 
score of stress symptoms was high in the area of patient’s prognosis (4.7) and treatment (4.6) 
(Kim, et al., 2007). Although it was not reported whether study patients met the criteria of CCI, 
findings in the U.S., Europe, and Korea suggest associations between patients’ ICU admission 
and family members’ experiences of psychological distress. 
Factors associated with symptoms of anxiety, depression, and stress among family 
members of CCI patients  
 Several patient, family member, and ICU-related factors associated with symptoms of 
anxiety, depression, and stress in family members of ICU patients have been investigated 
(Azoulay et al., 2005; Chui & Chan, 2007; Gries et al., 2010; Pochard et al., 2001; Pochard et al., 
2005). First, patient-related factors included age, history of chronic disease, and length of stay in 
the ICU. The association between the patient’s age and family members’ symptoms of anxiety, 
depression, and stress varied. Some researchers reported that younger ages in patients were 
positively associated with family members’ symptoms of anxiety, depression, and stress 
(Cuthbertson, Hull, Strachan, & Scott, 2004; Pochard et al., 2001; Pochard et al., 2005), but 
others reported that age was not associated with symptoms of stress (Azoulay et al., 2005). 
Family members of patients with a history of chronic disease were less likely to suffer from 
symptoms of anxiety than those of patients without chronic disease (Pochard et al., 2001). 
Patient’s longer stay in the ICU was associated with family members’ symptom severity of 
stress, but exactly how long a stay needed to be in order to influence family members’ symptom 
severity of stress was unclear (Chui & Chan, 2007).  
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 Next, family member-related factors included gender, level of education, relations with 
the patient, and history of mental disorder (Chui & Chan, 2007; Delva, Vanoost, Bijttebier, 
Lauwers, & Wilmer, 2002; Gries et al., 2010; Pochard et al., 2001; Pochard et al., 2005). Studies 
have shown that certain factors, such as being female, or the spouse of the patient raise the risk 
for symptoms of anxiety, depression, and stress in family members (Delva et al., 2002; Gries et 
al., 2010; Pochard et al., 2001; Pochard et al., 2005). Likewise, those with lower education 
levels, a history of taking prescription medications for emotion or moods, or those receiving 
psychiatric support or counseling were at greater risk for symptoms of depression and stress than 
their counterparts (Chui & Chan, 2007; Gries et al., 2010). Although researchers found that 
lower education levels were associated with symptoms of depression and stress (Chui & Chan, 
2007; Gries et al., 2010), how each educational level influences symptom severity is unclear, as 
categories of education varied across studies from three (primary school or below, secondary 
school, college graduated or above) to six (eight grade or below, some high school, high school 
diploma, some college, 4-year college degree, post-college training). 
 In addition to non-modifiable patient and family-related factors, researchers have 
suggested that ICU-related factors and communication between family members and ICU 
physicians and nurses are also associated with symptoms of anxiety, depression, and stress of 
family members (Azoulay et al., 2005; Pochard et al., 2001). In a survey study that investigated 
family members’ symptoms of anxiety and depression in the ICU (Pochard et al., 2001), a lack 
of regular physician-nurse meetings to discuss the needs of patients and family members in 
general, the absence of a private room for family-ICU physician or family-ICU nurse 
communication, and the absence of a waiting room for family members were positively 
associated with symptoms of anxiety. Family members who felt that unacceptable amounts of 
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time passed before they received information from ICU physician and nurses and those who 
reported that the information they received was incomplete, inconsistent, or difficult to 
understand were at risk for symptoms of depression (Azoulay et al., 2005; Pochard et al., 2001). 
Additionally, in a randomized controlled trial (Lautrette et al., 2007), providing family members 
with a conference in which they had more time to talk with ICU physician and nurses about their 
wishes, emotions, and questions was effective in reducing symptoms of anxiety, depression, and 
stress in family members.  
Communication needs of family members of CCI patients  
 Family members of ICU patients report wanting to receive sufficient information in a 
timely manner, updates about patient’s prognosis and condition, answers for their questions, and 
cogent explanations about treatment options, in addition to having their spiritual needs addressed 
(Azoulay et al., 2001; Hickey, 1990; Nelson, Kinjo, Meier, Ahmad, & Morrison, 2005; Yang, 
2008). Also, they want ICU physicians and nurses to communicate information with respect, 
sensitivity, compassion, and empathy (Abbott et al., 2001; Azoulay et al., 2001; Gutierrez, 
2012). In a mixed-method study that investigated experiences of family members of ICU patients 
(Yang, 2008), receiving sufficient information about patients’ treatments and prognoses from 
ICU physicians and nurses in a direct and comprehensible way was identified as one of the 
highest priorities of family members in Korea. In a focus-group interview study with CCI 
patients and their family members and ICU physicians and nurses in the U.S. (Nelson et al., 
2005), study participants reported that information about patients’ treatment, expected outcomes, 
and alternatives to continuation of treatments should be explained to patients or family members 
in an open and unhurried way using clear terms. In addition, family members needed poor 
prognostic information communicated with compassion and sensitivity (Gutierrez, 2012). In 
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view of these findings, the receipt of sufficient and timely information is one of the primary 
concerns of family members of CCI patients. Emotional support during family- ICU physician 
and family- ICU nurse communication also appears to be a priority.  
Communication between family members of CCI patients and ICU physicians and nurses 
 Communication in the ICU typically occurs within the context of treatment decision-
making (Boyle, Miller, & Forbes-Thompson, 2005; Norton, Tilden, Tolle, Nelson, & Eggman, 
2003). For CCI patients’ treatment plans, family members are expected to participate in the 
decision-making process because a CCI patient is typically unable make decisions for themselves 
due to their severity of illness and the nature of some treatments, such as tracheostomy, making it 
difficult for patients to communicate effectively (Nelson et al., 2006; Nierman, 2002; 
Nieszkowska et al., 2005; Orringer, 1999). Decision-making requires a family member’s ability 
to comprehend medical information about the patient’s illness and treatment in order to make 
informed decisions. Family members depend on ICU physicians and nurses to help them 
understand the patient’s prognosis and treatment options, including alternative approaches to 
care (Adams, Bailey, Anderson, & Docherty, 2011; Cherlin et al., 2005). Thus, effective 
communication between family members of CCI patients and ICU physicians and nurses is 
critical.   
 During the past decade, the primary investigations of communication between family 
members of CCI patients and ICU physicians and nurses have been in the U.S. (Cox et al., 2009; 
Nelson et al., 2005; Nelson et al., 2007). Despite their needs during communication with ICU 
physician and nurses (Nelson et al., 2005; Nelson et al., 2007), family members of CCI patients 
did not receive sufficient information and poorly understood patient’s clinical outcomes (Cox et 
al., 2009; Nelson et al., 2007). In a survey study that explored the information needs of family 
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members of CCI patients (Nelson et al., 2007), family members reported perceiving that they did 
not receive important information from ICU physicians and nurses to aid in decision making 
about continuation of the patients’ treatments. More than two thirds (63 of 96) of family 
members did not receive information about a patients’ expected one-year survival, possible 
functional dependency at hospital discharge, and the patients’ anticipated cognitive status 
(Nelson et al., 2007). Additionally, family members overestimated the patients’ actual outcomes. 
Although only 9% (of 126) of patients were alive and independent of major functional-status 
limitations, more than 70% of family members had higher expectations for patients’ one-year 
survival, functional status, and quality of life compared with the expectations of physicians (Cox 
et al., 2009).  
 There has been only one study exploring how family members perceive the quality of 
communication with ICU physicians and nurses in Korea (Yang, 2008). In a mixed-method 
study focused on the experiences of family members of ICU patients in Korea (Yang, 2008), 
family members reported a lack of transparency, which was related to vague and indirect 
explanations and complicated medical jargon used by ICU physicians and nurses. Additionally, 
they perceived that ICU physicians and nurses were frequently unavailable for providing updated 
information. Although it was not reported whether patients received prolonged mechanical 
ventilation, findings suggest that family members of CCI patients may not receive information 
about patients’ illnesses and treatment in detail, thus preventing them from fully comprehending 
patients’ expected outcomes, such as one-year survival or functional dependency, in Korea.  
 
 
12 
 
Communication with ICU physician and nurses and its relationship to outcomes in family 
members of CCI patients  
 The elements of communication with ICU physicians and nurses that contribute to family 
members’ outcomes have been investigated in the U.S. and Europe (Azoulay et al., 2000; 
Azoulay et al., 2005; Cox et al., 2012; Majesko, Hong, Weissfeld, & White, 2012; Malacrida et 
al., 1998; McDonagh et al., 2004; Pochard et al., 2001). In an interview study concerned with 
factors associated with family members’ poor comprehension of patients’ information (Azoulay 
et al., 2000), more than half (41 of 76) of family members did not comprehend information about 
patients’ diagnoses, prognoses, and treatments. Insufficient communication time (<10 minutes) 
with ICU physicians was determined as one of factors related to poor comprehension. Also, 
family members who perceived that information provided by ICU physicians and nurses was 
inconsistent, that insufficient time for communication was given, or that information was 
difficult to understand were at risk for symptoms of anxiety, depression, and stress (Azoulay et 
al., 2005; Pochard et al., 2001). A postal survey study investigated reasons for family members’ 
dissatisfaction with patients’ care in the ICU, with family members reporting perceptions that 
information provided by ICU physicians and nurses was insufficient and unclear (Malacrida et 
al., 1998). These findings suggest that the provision of consistent and complete information, 
sufficient communication time, and comprehensible explanations may increase satisfaction with 
patients’ care in the ICU and reduce symptoms of anxiety, depression, and stress among family 
members of CCI patients.    
 The additional measure of allowing family members more opportunities to voice their 
concerns during communication was associated with their increased satisfaction with ICU 
physicians and linked to decreased conflict, including disagreements over treatment options and 
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negative feelings, with ICU physicians (McDonagh et al., 2004). In a survey study that examined 
factors associated with lower levels of decision-making confidence among family members 
(Majesko, Hong, Weissfeld, & White, 2012), family members’ poor perceptions of ICU 
physicians’ communication skills when providing information or emotional support was 
associated with lower confidence in their roles as decision-makers for the treatment of 
incapacitated and mechanically ventilated patients. In view of these studies, ICU physicians’ or 
nurses’ communication skills, such as ability to provide information and emotionally supportive 
comments or empathetic listening, may be also associated with an increase in family members’ 
satisfaction with patients’ care and quality of communication in the ICU.  
Knowledge gaps of communication between family members and ICU physicians and 
nurses in Korea  
 CCI patients’ poor clinical outcomes and high cost for care have potential impacts on 
family members’ psychological outcomes. There is growing recognition that family members of 
CCI patients are at risk for symptoms of anxiety, depression, and stress (Hickman & Douglas, 
2010). If sustained, these psychological symptoms of distress adversely affect family members’ 
mental health, physical functioning, and social functioning. These are associated with a reduced 
quality of life in family members (Azoulay et al., 2005; Rapaport, Clary, Fayyad, & Endicott, 
2005). Studies have shown that family members’ perceptions of the manner in which ICU 
physicians and nurses communicate are associated with family members’ symptoms of anxiety, 
depression, and stress (Azoulay et al., 2005; Pochard et al., 2001). Family members of CCI 
patients are expected to participate in decision-making for a patient’s treatment because these 
patients may not be able to speak for themselves due to their medical conditions (Nelson et al., 
2006; Nierman, 2002; Nieszkowska et al., 2005; Orringer, 1999). When family members make 
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decisions for a patient’s treatment, they depend upon ICU physicians and nurses to understand 
the patient’s prognosis and treatment options (Adams et al., 2011; Cherlin et al., 2005; Nelson et 
al., 2005; Nelson et al., 2007). Thus, effective communication between family members and ICU 
physicians and nurses is important. However there has been only one study exploring family 
members’ perceptions about the quality of communication with ICU physicians and nurses in 
Korea (Yang, 2008), and its relationship to family members’ symptoms of anxiety, depression, 
and stress is unknown. Therefore, we need to explore how family members of CCI patients in 
Korea perceive the quality of communication with ICU physicians and nurses and examine the 
relationship between such perceptions and family members’ symptoms of anxiety, depression, 
and stress.  
Theoretical Framework 
 The proposed study used the clinician-patient communication model by Street and 
Epstein (2008) and the communication and surrogate decision-making model by Torke, Petronio, 
Sachs, Helft, and Purnell (2012) as guides to examine the relationship between family members’ 
perceived quality of communication with ICU physicians and nurses and the symptoms of 
anxiety, depressive, and stress in family members of CCI patients in Korea.  
The clinician-patient communication model 
 In the clinician-patient communication model, Street and Epstein (2008) proposed 
pathways linking communication to health outcomes, such as pain control, functional ability, and 
emotional well-being. According to this model, communication between patient and physician 
can directly and indirectly influence a patient’s health outcome. It is possible for a physician to 
alleviate a patient’s symptoms of fear and anxiety directly by providing clear and 
comprehensible explanations (Ong, Visser, Lammes, & De Haes, 2000; Schofield et al., 2003). 
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Patient’s outcomes can be also influenced indirectly through the mediating effects of proximal 
outcomes, such as feeling known and understood, having trust in physicians, experiencing 
satisfaction with care, and being involved in decision making or intermediate outcomes, such as 
self-care skills, adherence to treatment, and better medical decision-making (Street & Epstein, 
2008; Street, Makoul, Arora, & Epstein, 2009).  
 In most cases, linking clinician-patient communication to health outcomes involves a 
complex series of mechanisms (Street et al., 2009). For example, a physician’s clear explanation 
and expressions of empathy can lead a patient to trust the physician (a proximal outcome) and 
increase willingness to follow through with treatment (an intermediate outcome), which in turn 
improves the patient’s health outcomes, such as symptom control. Physician-patient 
communication can contribute to a patient’s improved health outcomes in a variety of ways, 
whether directly or indirectly. Researchers suggest that communication may lead to better health 
outcomes in the following ways: improving the patient’s  knowledge and the physician-patient 
agreement on diagnoses and treatment, enhancing therapeutic alliances among the patient and 
family members with physicians and nurses, helping the patient manage negative emotions more 
effectively, building family and social support, improving the quality of medical decisions (for 
example, decisions concordant with patient’s values), and enhancing the patient’s agency (such 
as self-efficacy or empowerment) (Epstein, 2007). 
The communication and surrogate decision-making model 
 Researchers have proposed key functions of medical communication that could affect 
health outcomes: exchanging information, responding to emotions, managing uncertainty, 
fostering relationships, making decisions, and enabling self-management (De Haes & Bensing, 
2009; De Haes & Teunissen, 2005; Epstein, 2007). Among them, information processing and 
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relationship building have been proposed by communication theorists as two major elements of 
interpersonal communication (Baxter & Braithwaite, 2008). According to the communication 
and surrogate decision-making model (Torke et al., 2012), these two elements of communication, 
information processing and relationship building, affect a surrogate’s perceived quality of 
decision-making, which in turn can affect outcomes such as satisfaction with patient’s care and 
reduced psychological distress symptoms for the surrogate.  
 In the communication and surrogate decision-making model (Torke et al., 2012), 
information processing refers to the process in which information about a patient’s medical 
history, current condition, prognosis, and treatment is conveyed to, and understood by, 
surrogates. This process is characterized by constructs such as information disclosure, sense-
making, and expectations. Surrogates believe that physicians have obligations to disclose 
medical information about patients (Petronio, 2002), and they rely on communication with 
physicians and nurses to develop an understanding of the complex and unfamiliar care 
environment (Weick, Sutcliffe, & Obstfeld, 2005). Surrogates also have expectations for the 
patient’s care and outcomes in the hospital, which are shaped by communication with physicians 
(Torke et al., 2012). In addition, surrogates feel the need to establish a working relationship with 
physicians for treatment decision-making for the patients. Torke and colleagues (2012) proposed 
that emotional support from physicians is important to the development of relationships with 
surrogates. In a study that explored ICU physicians’ communication behaviors (Stapleton, 
Engelberg, Wenrich, Goss, & Curtis, 2006), providing emotionally supportive statements was 
associated with increased family members’ satisfaction with patients’ care in the ICU. 
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Applying communication models to proposed study 
 The clinician-patient communication model (Street & Epstein, 2008) and the 
communication and surrogate decision making model (Torke et al., 2012) explain direct and 
indirect mechanisms connecting communication with health outcomes based on the assumption 
that physicians’ information disclosures and emotional support during communication can affect 
such health outcomes. These two models can be applied to when explaining the relationship 
between family-ICU physician or family-ICU nurse communication and psychological distress 
symptoms in family members of CCI patients for the proposed study. Given the mechanisms and 
constructs of models (Street & Epstein, 2008; Torke et al., 2012), communication with ICU 
physicians and nurses in and of itself might be therapeutic enough to reduce symptoms of 
anxiety, depression, and stress in family members when they perceive they have received 
complete and consistent information communicated with respect, sensitivity, and empathy by 
ICU physicians and nurses. 
 The relationships between the key concepts of the clinician-patient communication model 
and the communication and surrogate decision-making model are illustrated in the conceptual 
framework (Figure 1). This conceptual framework offers possible theoretical mechanisms that 
might account for ways in which family-ICU car provider communication affects family 
members’ psychological outcomes. Family-ICU care provider communication can affect family 
members’ psychological outcomes directly or can affect it indirectly through mediating effects of 
proximal outcomes (such as family members’ improved understanding about patient current 
condition and treatment, trust in ICU physician and nurse, and satisfaction with patient care in 
the ICU) and intermediate outcomes (such as better medical treatment decision-making or 
emotional management). For dissertation study, direct pathway was used to describe the 
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relationship between family-ICU care provider communication and family members’ 
psychological outcomes.  
Study Aims 
 This dissertation is composed of three studies, each of which contributes to the literature 
with regard to the degree to which perceptions of communication with ICU physicians and 
nurses by Korean family members of CCI patients influence their symptoms of anxiety, 
depression, and stress. Specifically, the aims were to:  
1. Describe what is known about communication between family members of CCI patients 
and physicians or nurses in Korea.  
2. Translate and cross-culturally adapt the Qualify of Communication (QOC) questionnaire 
into Korean and evaluate the internal consistency of the Korean version.  
3. Examine the relationship between CCI family members’ perceived quality of 
communication with ICU physicians and nurses and their symptoms of anxiety, 
depression, and stress within the context of Korea.   
Outline of Dissertation Study 
 This three-manuscript dissertation has five chapters. Chapter one is an introduction to the 
problem of communication between family members of CCI patients and ICU physicians and 
nurses and its relationship to symptoms of anxiety, depression, and stress in family members in 
Korea. Chapters two through four of this dissertation present three manuscripts and chapter five 
provides a synthesis and discussion of these manuscripts findings, implications for research and 
practice, and plans for future study.  
 Chapter two is entitled “Communication between family members of CCI patients and 
physicians or nurses in Korea: A narrative review”. The purposes of this study were to describe 
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what is known about communication between family members of CCI patients and physicians or 
nurses about patient treatment in Korea. A narrative review of data-based papers in English and 
Korean was conducted. Inclusion criteria were research reports that included explicit data of 
communication between family members of adult patients and physicians or nurses about patient 
treatment. Study setting was not confined to the ICU.    
 Chapter three is a presentation of translations of Qualify of Communication (QOC) 
questionnaire into Korean. The manuscript is entitled, “Development of the Korean version of 
QOC questionnaire for family members of intensive care unit patients”. The purposes of this 
study was to translate and cross-culturally adapt the QOC questionnaire into Korean and evaluate 
the internal consistency of the Korean version. The QOC questionnaires were translated from 
English into Korean based on guidelines recommended by Guillemin et al. (Acquadro, Conway, 
Hareendran, & Aaronson, 2008; Gjersing, Caplehorn, & Clausen, 2010; Guillemin, Bombardier, 
& Beaton, 1993; Sidani, Guruge, Miranda, Ford-Gilboe, & Varcoe, 2010). The procedure for 
translation of the QOC questionnaires included following: translation, synthesis of the 
translation, back-translation, committee review, and pretest.  
 Chapter four is entitled, “The relationship of perceived quality of communication with 
ICU physicians and nurses to symptoms of anxiety, depression, and stress among family 
members of CCI patients in Korea”. The purpose of this study was to examine the relationship 
between CCI family members’ perceived quality of communication with ICU physicians and 
nurses and their symptoms of anxiety, depression, and stress within the context of Korea. A 
cross-sectional, descriptive, correlational design was used for the study.   
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Figure 1. Conceptual Framework. Adapted from “Direct and Indirect Pathways from Communication to 
Health Outcomes.” By Street and Epstein, 2008, Health Behavior and Health education, San Francisco, 
CA: John Wiley & Sons, p.240 and “Conceptual Model of Communication and Surrogate Decision-
making” By Torke et al., 2012, Patient Education and Counseling, 87(1), p.56.  
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CHAPTER 2: COMMUNICATION BETWEEN FAMILY MEMBERS OF 
CHRONICALLY CRITICALLY ILL PATIENTS AND PHYSICIANS OR NURSES IN 
KOREA: A NARRATIVE REVIEW 
 
Overview 
 
 Purpose: Communication between family members of chronically critically ill patients 
and physicians or nurses about patient treatment occurs frequently. Yet little is known about the 
extent of such communication in Korea. The purposes of this review were to describe the timing 
of communication between family members and physicians or nurses, family members’ 
communication needs, and perceived quality of communication by family members, physicians, 
and nurses in Korea.  
 Method: A narrative review of data-based papers in English and Korean was conducted. 
Electronic databases, a Korean critical care nursing journal, and text reference lists were hand 
searched. Inclusion criteria were research reports that included explicit data of communication 
between family members of adult patients and physicians or nurses about patient treatment. 
Study setting was not confined to the intensive care unit (ICU).     
 Results: Eight studies met the inclusion criteria, wherein four retrospective medical-
record reviews, two surveys, a qualitative study, and a mixed-method study were included. Five 
studies focused primarily on timing and participation in family-physician communication about 
end-of-life treatment, two studies explored nurses’ perceptions of difficulties of family-nurse 
communication, and one study investigated family members’ perceptions of the quality of 
communication with physicians and nurses about patient treatment. The family-physician 
communication about do-not-resuscitate (DNR) decisions typically occurred near patients’ times 
31 
 
of death. Although receiving sufficient information about patients’ treatment was one of top 
priorities of family members, such needs were not met. Additionally, nurses reported a lack of 
communication skill in providing family members with information about patients’ end-of-life 
treatment.  
 Conclusion: Studies identified in the review indicate that there is a lack of empirical data 
about family members’ perceptions of the quality of communication with physician and nurses 
over chronically critically ill patient treatment in Korea. Further research investigating family 
members’ communication needs and their perceptions of communication quality is needed.   
 Key words: Communication; Chronic Critical Illness; Family 
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Introduction 
 With advances in intensive care, the chronically critically ill patients with long-term 
dependence on intensive care is growing (Nelson, Cox, Hope, & Carson, 2010). Although there 
is no universal definition, the term chronic critical illness (CCI) has been used for patients with 
prolonged dependence on mechanical ventilation (Girard & Raffin, 1985; Nelson et al., 2010). 
For treatment plans in CCI patients, physicians and nurses depend primarily on family members 
to make treatment decisions on behalf of patients because such patients are typically unable to 
communicate their needs or wishes about treatments due to the illness severity or communication 
difficulties due to treatment (Nelson et al., 2010). When family members make decisions for a 
patient treatment, they usually depend on physicians and nurses to help them understand the 
patient’s prognosis and treatment options, including alternative approaches to care. Poor family-
physician or family-nurse communication leaves family members’ lack of understanding of 
patient’s diagnoses, prognoses, and treatments, and thus they may choose to continue life-
sustaining treatments (Cox et al., 2009). Thus effective communication between family members 
of CCI patient and physicians or nurses about a patient treatment is critical.   
 In general, family members want to receive sufficient information about patient’s 
prognoses and condition in a timely manner, comprehensible explanation about patient 
treatment, and answers for their questions (LeClaire, Oakes, & Weinert, 2005; Nelson et al., 
2007). However, communication about patients’ poor prognoses is usually discouraged because 
of its proximity to death or dying in Korean culture (Kwak & Salmon, 2007), which may be 
linked to delayed communication about patient treatment decisions. A paternalistic model of 
medical practice is also prevalent in Korea, wherein physicians are believed to have special 
knowledge and experience that leads to reverence for them (Kwon et al., 2009). In a paternalistic 
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model, family members take for granted that physicians make treatment decisions for patients 
and feel uncomfortable asking questions about patients’ illnesses and treatment options in detail 
with physicians (Ahn, Lee, & Ahn, 2006). Additionally, nurses may consider providing 
information about patient treatment to be the primary task of physicians (Zaforteza, Gastaldo, De 
Pedro, Sánchez-Cuenca, & Lastra, 2005). These cultural values potentially affect communication 
about patient treatment that occur between family members of chronically critically ill patients 
and physicians or nurses in Korea. Yet little is known about the extent of such communication in 
Korea. Thus, the purposes of this review were to describe the timing of communication between 
family members and physicians or nurses about patients’ treatments, family members’ 
communication needs, and perceptions of the quality of communication among family members 
and physicians and nurses in Korea.  
Methods 
 A narrative literature review was conducted to describe what is already known about 
communication between family members of chronically critically ill patients and physicians or 
nurses in Korea. There was no time limitation for this literature review. Relevant studies were 
identified through electronic databases: PubMed, Google Scholar, Korean studies Information 
Service System, and Korea Med. The Journal of Korean Critical Care Nursing (not included in 
Korean database) was hand searched. Additionally, reference lists from identified articles were 
reviewed for potential leads on additional studies. Unpublished manuscripts such as abstract or 
dissertation were not searched. 
 Since only two studies were found (Ahn & Kim, 2013; Yang, 2008) during an initial 
search with setting limited to intensive care unit (ICU), a broad range of key words were used, 
and study setting was not confined to the ICU. The following keywords were used in 
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combination: communication, discussion, decision making, treatment, end-of-life care, terminal 
care, palliative care, hospice care, do-not-resuscitate (DNR), family, caregiver, surrogate, 
physician, and nurse. Searches were limited to studies published in English or Korean. Inclusion 
criteria for this review were: 1) data-based articles, 2) research reports that include explicit data 
of communication between family members and physicians or nurses about patient treatment, 
and 3) studies of adult patients. Titles and abstracts identified in the initial search were reviewed 
to determine their eligibility. If eligibility could not be determined from the abstract, the full text 
was reviewed. Data elements, such as purpose, design, sample, and findings related to family-
physician or family-nurse communication, were extracted from selected articles. Next, these 
elements were summarized in Table 2.1. 
Results 
Characteristics of studies included in the review 
 Seventy-six studies were identified through electronic databases, manual journal search, 
and a review of identified articles’ reference lists. Of these studies, forty studies that did not 
specify communication between family members and physicians or nurses were excluded. 
Fourteen studies focusing on Korean immigrants and two studies reporting on general healthy 
populations’ preferences for advance directive (AD) were excluded. Three of the remaining 
studies were excluded because they simply analyzed patients’ medical records and reported the 
duration of treatment, such as intubation, mechanical ventilation, chemotherapy or artificial 
nutrition, and frequency of do-not-resuscitate (DNR) decisions by family members. Additionally, 
nine studies evaluating psychometric properties of measurements, such as tool assessing 
congruence in communication between patients and family members, were excluded. Thus, eight 
studies remained and were included in this review (Figure 2.1).  
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 Among the eight studies, six were quantitative (Ahn & Kim, 2013; Kim et al., 2007; Lee 
et al., 2013; Oh et al., 2006; Park, Koh, Cho, & Na, 2015; Yun et al., 2010), one was qualitative 
(Jo, 2010), and one utilized a mixed-methods approach (Yang, 2008). The studies included three 
cross-sectional (Ahn & Kim, 2013; Jo, 2010; Yang, 2008) and five retrospective studies (Kim et 
al., 2007; Lee et al., 2013; Oh et al., 2006; Park et al., 2015; Yun et al., 2010). Of these, four 
studies reviewed patients’ medical records and consent forms (Kim et al., 2007; Lee et al., 2013; 
Oh et al., 2006; Park et al., 2015) and one study utilized a telephone survey of family members 
of deceased cancer patients (Yun et al., 2010). Of the remaining studies, one was based on 
interviews with nurses in emergency room (ER), ICU, and oncology units (Jo, 2010) and another 
on a survey of ICU nurses (Ahn & Kim, 2013). The last study utilized a survey of family 
members of ICU patients and conducted interviews with several of them (Yang, 2008). The 
sample size of the studies ranged from 8 to 1,592.  
Timing of communication about patient treatment decision  
 Three studies indicated times when family-physician communication regarding DNR 
decisions for patients occurred (Kim et al., 2007; Lee et al., 2013; Oh et al., 2006). In these 
studies, family-physician communication was primarily identified through a review of patients’ 
medical records and consent forms signed by family members. Findings indicate that family-
physician communication about DNR decisions occurred near patients’ time of death. Between 
77% and 99% (N=143-296) of family-physician communication about DNR decisions took place 
within seven to eight days before patients’ deaths (Kim et al., 2007; Lee et al., 2013; Oh et al., 
2006) with 22.2% of patients (N=343) being conscious when these decisions were made (Lee et 
al., 2013).  
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Family members’ needs and their perceptions of the quality of communication  
 There was one study addressing the needs of family members communicating with 
physicians and nurses and how they perceive the quality of such communication (Yang, 2008). 
In a mixed-method study that investigated the experiences of family members of ICU patients, 
receiving sufficient information about illnesses and treatment options was considered as one of 
the top priorities of family members. Yet, their needs were not found to be met, as a result of 
vague and indirect explanations and complicated medical jargon used by physicians and nurses. 
Family members also reported being dissatisfied with physicians’ overly cautious explanations 
and authoritative attitudes when providing information about patients’ prognoses and treatments. 
Additionally, family members perceived that physicians and nurses were frequently unavailable 
for providing updated information, which left family members feeling anxious.  
Perceptions of the quality of communication by nurses 
 Two studies including data of family-nurse communication about patients’ treatments 
focused on communication difficulties from the perspectives of nurses (Ahn & Kim, 2013; Jo, 
2010). In an interview study with nurses of ER, ICU, and oncology units (Jo, 2010), nurses were 
reluctant to provide family members with information about patients’ end-of-life treatments. 
Nurses reported fear of legal responsibility related to misinformation, a lack of confidence in 
their own communication skills, and experiences of hierarchical relationships with physicians 
(Jo, 2010). In a survey study with ICU nurses (Ahn & Kim, 2013), nurses reported that patients 
were the most difficult group with whom to communicate, followed by family members, senior 
nurses, physicians, and nurse colleagues. Also, nurses reported barriers related to communication 
with family members about patients’ treatment, such as sudden deteriorations of a patients’ 
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medical conditions, lack of time due to their busy work, lack of space for communication with 
family members, and the failure among family members to share information. 
Discussion 
 This narrative review described what is known thus far about the timing of family-
physician communication about patients’ end-of-life treatment decisions, family members’ needs 
and perceptions of the quality of communication with physicians and nurses, and the quality of 
family-nurse communication from the perspective of nurses in Korea. Family-physician 
communication surrounding end-of-life treatment decisions such as DNR, typically occurs near 
patients’ deaths (Kim et al., 2007; Lee et al., 2013; Oh et al., 2006). In instances of delayed 
family-physician communication about patients’ end-of-life treatment, Korean family members 
may not have adequate time to comprehend their patient’s status, thus preventing them from 
fully discussing the patient’s options before making treatment decisions. Moreover, a 
paternalistic model of medical practice may undermine effective family-physician 
communication about patient treatment in Korea. Although treatment decisions for procedures 
such as DNR are technically arrived upon through family-physician communication, it is 
common for Korean family members to simply sign consent forms based on physicians’ 
recommendations (Kim et al., 2007). This might be due to medical paternalism, in which 
physicians are believed to be the optimal treatment decision makers. Given the timing of family-
physician communication about DNR decisions and the effects of a paternalistic model, family 
members may only passively participate in communication with physicians about patients’ end-
of-life treatment, thus preventing them from fully comprehending important details about their 
patient’s illness and treatment options before making decisions.  
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 Additionally, receiving sufficient information about patients’ treatments from physicians 
and nurses in a direct and comprehensible way was identified as one of the highest priorities of 
family members in Korea, yet their needs were not met. Family members reported dissatisfaction 
with the vague and indirect explanations by physicians and nurses and by the limited 
opportunities to communicate with these care providers (Yang, 2008). These findings may reflect 
physicians’ and nurses’ discomfort with, or avoidance of, communication about patients’ poor 
prognoses and treatment decisions in the face of prognostic uncertainty (Jo, 2010; White, 
Engelberg, Wenrich, Lo, & Curtis, 2007). They could be linked to family members’ poor 
comprehension of patient information and their increased risk for psychological distress 
symptoms (Hickman & Douglas, 2010). Across studies in the United States (U.S.) and Europe, 
more than 80% of family members of ICU patients did not receive important information from 
physicians or nurses to aid in making decisions about the continuation of patient treatment.  
(Azoulay et al., 2000; Cox et al., 2009; Nelson et al., 2007). Approximately half of family 
members of chronically critically ill patients had failed to comprehend patients’ diagnoses, 
prognoses and treatment, and more than 70% reported unrealistically high expectations for their 
patient’s one-year survival and functional status upon hospital discharge (Cox et al., 2009). 
Studies have also shown that family members who perceived that not enough time was allowed 
for communication, or that information was difficult to comprehend, were at risk for symptoms 
of anxiety, depression, and stress (Azoulay et al., 2005; Pochard et al., 2001). These findings 
suggest that Korean family members’ unmet communication needs may adversely affect their 
comprehension of patient treatment and their mental health, both of which may be associated 
with reduced quality of care.  
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 Finally, nurses in Korea perceived family-nurse communication about patients’ end-of-
life treatment as stressful. Nurses reported lack of communication skills and hierarchical 
relationships with physicians that prevented them from providing family members with sufficient 
information about patients’ end-of-life treatments (Jo, 2010). Nurses also reported a lack of time 
for family members due to work load and a lack of space for interaction with family members as 
barriers for effective family-nurse communication (Ahn & Kim, 2013). These findings suggest 
that Korean nurses feel inadequately prepared to deliver end-of-life treatment information to 
family members, which may result in their reluctance to provide such information. It may also 
create a Korean environment where poor family-nurse communication is the norm. The literature 
from the U.S. and Europe suggests that when nurses are actively engaged in communication with 
family members, interpreting medical information into lay terms and explaining procedures and 
events, prognoses, and treatment options, family members are more satisfied with care and more 
capable of making treatment decisions(Adams, Bailey, Anderson, & Docherty, 2011). Moreover, 
nurses reported confidence in their work and rated themselves highly for quality of care when 
they developed positive relationships with family members and communicated effectively (Kim, 
Yates, Graham, & Brown, 2011). Given these findings, that nurses may only passively provide 
end-of-life treatment information to family members in Korea, and are limited in their 
communication generally, both family members and nurses may experience adverse effects.   
 Although this review did not limit study setting to ICU only, all of the studies described 
family-physician or family-nurse communication about patients’ end-of-life treatment, such as 
DNR or withholding or withdrawal of life support (WLS) that was likely to apply in family 
members of chronically critically ill patients. Thus, findings from the review provide insight into 
the ways that family members of chronically critically ill patients communicate with physicians 
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and nurses in Korea, and this can be helpful to determine components of communication that 
need to be improved. Findings from the studies identified in the review were in agreement that 
communication about patient treatment between family members and physicians or nurses is 
inadequate and ineffective in Korea. In order to maximize such communication, both physicians 
and nurses need communication skills training that prepare them to provide information about 
patients’ prognoses and treatment to family members. Skilled communication such as empathetic 
listening, sufficient response strategies for family members’ queries, and the ability to provide 
emotionally supportive statements, has been associated with an increase in family members’ 
satisfaction with patient’ care and the quality of communication with physicians and nurses 
(Curtis et al., 2005; McDonagh et al., 2004; Stapleton, Engelberg, Wenrich, Goss, & Curtis, 
2006). Furthermore, communication interventions should be established for family members. 
Communication interventions, such as the provision of informational leaflets and regular family 
meetings attended by patients, family members, and care providers, increased family members’ 
comprehension of their patient’s status and reduced family members’ symptoms of anxiety, 
depression, and stress (Lautrette et al., 2007). These strategies to improve communication should 
be guided by empirical evidence. Knowledge about family members’ communication needs and 
their perception of the quality of communication about patient treatment with physicians or 
nurses would be helpful in guiding nursing education, practice, and research.  
 This review is limited in that all literature describing family-physician communication 
about DNR decision was based on reviews of patients’ charts (Kim et al., 2007; Lee et al., 2013; 
Oh et al., 2006). The use of chart-review studies may limit the picture of communication 
between family members and physicians. These studies focused primarily on instances when 
family members signed consent forms for DNR decisions and those who participated in 
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communication around the decisions. Thus, there were no means for identifying further 
circumstances surrounding DNR decision. Further, in studies using a qualitative method, 
researchers did not describe their methods for maintaining qualitative rigor, such as credibility 
and confirmability, although they demonstrated dependability through the use of multiple 
investigators in coding and analysis (Jo, 2010; Yang, 2008). In addition, half of the studies 
identified by the review reported findings within a single medical center (Jo, 2010; Lee et al., 
2013; Oh et al., 2006; Park et al., 2015). Findings of a single center study may not reflect 
communication between family members and physicians and nurses in other medical centers.  
Conclusion 
 With the goal of effective communication between family members of chronically 
critically ill patients and physicians or nurses, it is necessary for care providers and researchers to 
learn of family members’ needs and identify areas of communication where family members 
report dissatisfaction. However, there exists only one study describing the communication needs 
of family members and their perceived quality of communication with physicians and nurses in 
Korea (Yang, 2008). Therefore, studies utilizing both quantitative and qualitative approaches to 
identify family members’ needs and perceptions are essential. Also, studies to examine the 
consequences to family members that correlate with their perceptions of the quality of 
communication with physicians and nurses are needed. Knowledge generated from these studies 
would provide physicians and nurses with an understanding of the components of 
communication that need to be improved upon. Finally, interventions may be developed that can 
target communication areas identified as important to family members and improve family 
members’ outcomes.  
 
 
Table 2.1. Communication Between Family Members and Physicians and Nurses 
Title Reference Purpose Design Sample Findings 
ICU nurses' 
perceptions of 
communication 
difficulties, 
importance, 
satisfaction and 
communication 
barriers with patient 
families 
Ahn & Kim, 
2013 
To investigate ICU nurses' 
perceptions of communication 
difficulties and barriers with 
patient families 
Quantitative, 
cross-sectional, 
and survey 
151 ICU nurses 
with more than 
one year of ICU 
experience 
Nurses reported that patients were the most 
difficult group with whom to communicate, 
followed by family members. Barriers related 
to communication with family members 
included the sudden deterioration of a 
patient’s condition, being too busy, and a 
noisy ICU environment.  
 
Nurse’s conflict 
experience toward 
end-of-life medical 
decision-making 
 
Jo, 2010 
 
To explore clinical nurse’s 
reported conflict experience 
toward end-of-life medical 
decision making 
 
Qualitative,  
cross-sectional, 
and interview 
 
8 nurses (3 from 
oncology unit, 3 
from ER, and 2 
from ICU) 
 
Nurses were reluctant to provide family 
members with information about diagnosis, 
prognosis, and treatments. Nurses felt lack of 
their own communication skills and 
experienced hierarchical relationships with 
physicians. 
 
Do-not-resuscitate 
orders for terminal 
patients with cancer 
in teaching hospitals 
of Korea 
Kim, et al., 
2007 
To examine the current 
practices relating to DNR 
orders for terminal patients 
with cancer 
Quantitative, 
retrospective, 
and patients 
chart review 
387 patients 
who died with 
terminal cancer 
All discussion about DNR consent forms 
(296 of 296) occurred between family 
members and physicians. 77% (228 of 296) 
of discussions took place within 1 week of 
patients’ death.  
 
Surrogate decision-
making in Korean 
patients with 
advanced cancer: a 
longitudinal study 
Lee, et al, 
2013 
To investigate the level of 
surrogate decision-making in 
advanced cancer patients over 
time and the impact of 
demographic and clinical 
variables on surrogate 
decision-making 
 
Quantitative, 
retrospective, 
patients consent 
forms review 
572 patients 
who died with 
cancer 
Family-physician communication about DNR 
consent forms occurred within 7 days before 
patients’ deaths (78.9%, 389 of 493). When 
the DNR consent forms were signed by 
family members, 22.2% (76 of 343) of 
patients were conscious.  
Note. ICU= Intensive Care Unit; ER= Emergency Room; DNR=Do Not Resuscitate.  
(Continued) 
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Table 2.1. Communication Between Family Members and Physicians and Nurses (continued) 
Title Reference Purpose Design Sample Findings 
 
CPR or DNR? End-
of-life decision in 
Korean cancer 
patients: a single 
center’s experience 
 
Oh, et al., 
2006 
To analyze CPR and DNR 
practice among terminal 
cancer patients in Korea 
Quantitative, 
retrospective, 
patients consent 
forms review 
165 patients 
who died with 
terminal stage 
cancer in the 
ICU or general 
ward  
 
Most family-physician communication about 
DNR consent forms (142 of 143) occurred 
between family members and physicians. DNR 
consent forms were signed by family members at 
a median of 8 days before patients’ death.    
Evaluation of 
informed consent for 
withholding and 
withdrawal of life 
support in Korean 
intensive care units 
 
Park, et al., 
2015 
To analyze the process and 
characteristics of 
withholding or withdrawal 
of life support a in the ICU 
Quantitative, 
retrospective, 
and patients 
medical record 
and consent 
forms review 
285 patients 
who died in the 
SICU and 
MICU 
During family-physician discussion about 
patients WLS, physicians recommended a WLS 
decision and family members signed consent 
forms.  
A mixed methods 
study on the needs of 
Korean families in 
the intensive care unit 
Yang, 2008 To understand of the needs 
and experiences of Korean 
families in the ICU 
Mixed method, 
cross-sectional, 
and survey and 
interviews 
85 family 
members who 
were identified 
as the main 
caregivers of 
MICU patients 
Receiving sufficient information of patients' 
prognosis and treatments in a direct way from 
ICU physicians and nurses was one of priorities 
in family members. But ICU physicians' and 
nurses' explanation were ambiguous and difficult 
to understand fully.  
 
The life-sustaining 
treatments among 
cancer patients at end 
of life and the 
caregiver’s 
experience and 
perspectives 
Yun, et al., 
2010 
To investigate the 
utilization of and attitudes 
toward life-sustaining 
treatments at the end of 
life 
Quantitative, 
retrospective, 
telephone 
survey 
1,592  family 
caregivers of 
patients who 
died with cancer 
(one family 
member per 
patient) 
 
Family members who participated in discussion 
with physicians about patients’ use of ICU and 
CPR was the patient’s spouse (49.1%) or adult 
child (30.2%).  
Note. CPR=Cardiopulmonary resuscitation; DNR=Do Not Resuscitate; ICU=Intensive Care Unit; SICU=Surgical Intensive Care Unit; MICU=Medical 
Intensive Care Unit; WLS=Withholding or Withdrawal of Life Support. 
a Life support include chest compression, defibrillation, pacemaker insertion, use of vasopressors or increase dose of vasopressors, intubation, mechanical 
ventilation, use of antiarrhythmic drugs, transfusion, nutrition, blood sampling, use of antibiotics, and dialysis
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Figure 2.1.Flow Chart of Study Identification. Studies were excluded because: 1) they did not specify 
family-physician or family-nurses communication (n=40), 2) the study samples were Korean immigrants 
(n=14) or individuals considered to be generally healthy (n=2), 3) they focused on patients’ duration of 
treatments and do-not-resuscitate (DNR) consent frequency (n=3), or 4) they evaluated measurements 
properties (n=9). Among 8 studies included in review, 2 were in Korean and 6 were in English.  
 
 
 
 
 
 
 
 
59 studies through 
electronic data base 
14 studies through 
selected articles’ 
reference lists 
76 studies identified 
68 studies excluded  
 
8 studies included in review 
 
3 studies through 
manual journal search 
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CHAPTER 3: DEVELOPMENT OF THE KOREAN VERSION OF QUALITY OF 
COMMUNICATION QUESTIONNAIRE FOR FAMILY MEMBERS OF INTENSIVE 
CARE UNIT PATIENTS 
 
Overview 
 
 Purpose: There are no feasible instruments measuring the quality of communication with 
ICU care providers from the perspective of family members in Korea. The purposes of this study 
was to translate and cross-culturally adapt the Qualify of Communication (QOC) questionnaire 
into Korean and evaluate the internal consistency of the Korean version.  
 Method: The study was conducted in two phases. In phase I, a translation and cross-
cultural adaptation of the QOC questionnaire from English into Korean, which included 
translation, synthesis of the translation, back-translation, committee review, and pre-test, was 
carried out. In phase II, the internal consistency of the Korean version of the QOC questionnaire 
was evaluated in sixty-three participants who were family members of chronically critically ill 
patients, recruited from ten intensive care units (ICU) at three medical centers in Korea.   
 Results: The Korean version of the QOC questionnaire was created in phase I, and the 
pre-test results indicated that Korean version was acceptable, easily understood, and could be 
self-administered among family members of ICU patients. The Korean version showed 
satisfactory internal consistency (Cronbach’s alpha coefficient [α] =.87 for QOC questionnaire 
for the quality of communication with ICU physicians and α=.85 for QOC questionnaire for the 
quality of communication with ICU nurses) in phase II.  
 Conclusion: Although further evaluation of psychometric properties of the Korean 
version of the QOC questionnaire is needed, the Korean version may provide ICU care providers 
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and researchers a critical perspective for improving the quality of family-ICU care provider 
communication. 
 Key words: Communication; Intensive Care Unit; Professional-Family Relations 
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Introduction  
 Receiving sufficient and comprehensible information about patients’ prognoses and 
treatments from intensive care unit (ICU) physicians and nurses has been identified as one of the 
highest priorities of family members of ICU patients (Verhaeghe, Defloor, Van Zuuren, 
Duijnstee, & Grypdonck, 2005). However, studies in the United States and Europe have 
suggested that their needs were not met (Azoulay et al., 2000; Cox et al., 2009; Nelson et al., 
2007). More than 80% of family members of ICU patients did not receive the information from 
ICU physicians or ICU nurses necessary for making decisions about the course of patient 
treatment (Nelson et al., 2007). Approximately half of family members surveyed reported a 
failure to comprehend patients’ diagnoses, prognoses and treatment; and more than 70% reported 
unrealistically high expectations for their patient’s one-year survival and functional status upon 
ICU discharge (Azoulay et al., 2000; Cox et al., 2009). Studies also indicated that family 
members who perceived that insufficient communication time was allotted, or that information 
was difficult to comprehend, were at risk for symptoms of anxiety, depression, and stress 
(Azoulay et al., 2005; Pochard et al., 2001; Pochard et al., 2005). These findings suggest that 
family members’ unmet communication needs adversely affect both their comprehension of 
patient treatment and their mental health. Therefore, it is necessary for care providers and 
researchers to learn of family members’ needs and identify areas of communication where family 
members report dissatisfaction.  
 Semi-structured interviews with family members or audiotaped family speech during 
conferences attended by patient, family members, and ICU care providers have been primarily 
used to assess family members’ perception of quality of communication about patient treatment 
with ICU physicians and nurses (Abbott et al., 2001; Curtis et al., 2005; Gutierrez, 2012; Lind, 
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Lorem, Nortvedt, & Hevroy, 2011; McDonagh et al., 2004). However, attention has been given 
to developing alternative instruments since these ways can be difficult to administer in large 
populations and be relatively costly and time-consuming for data collection and analysis 
(Johnson & Onwuegbuzie, 2004). In response to these concerns, several questionnaires have 
been developed to assess perceived quality of communication about patient care with ICU care 
providers for family members (Azoulay et al., 2001; Kjerulf, Regehr, Popova, & Baker, 2005; 
Myhren, Ekeberg, Langen, & Stokland, 2004; Siddiqui, Sheikh, & Kamal, 2011; Stapleton, 
Engelberg, Wenrich, Goss, & Curtis, 2006). Of these, the Quality of Communication (QOC) 
questionnaire designed for English-speakers in the United States (Curtis, Engelberg, Nielsen, Au, 
& Patrick, 2004) is the only instrument to have its reliability and validity tested at the 
development stage and then retested through subsequent studies (Curtis et al., 2013; Engelberg, 
Downey, & Curtis, 2006; Majesko, Hong, Weissfeld, & White, 2012).  
 The QOC questionnaire was originally developed to evaluate how a patient perceives the 
quality of communication about treatment with a physician (Curtis et al., 2004). Researchers 
later adapted this patient-reported QOC questionnaire to measure family members’ perception of 
quality of communication with physicians or nurse practitioners (Curtis et al., 2013; Majesko et 
al., 2012; Stapleton et al., 2006). The family-reported QOC questionnaire is a 19-item self-report 
survey: 1 item measures overall quality of communication, and the remaining items measure 
specific aspects of communication. Each item of QOC questionnaire is rated from 0 (“poor”) to 
10 (“absolutely perfect”). Family members are also offered two additional response options, 
“physician or nurse practitioner did not this” and “I do not know” (Curtis et al., 2013). For this 
QOC questionnaire, a summary score is created by adding the scores for the individual items, 
dividing by the number of items answered by the family member, and multiplying by 10 to 
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provide a score ranging from 0 to 100. Higher scores indicate better quality of communication 
(Curtis et al., 2004). The psychometric characteristics of the QOC questionnaire were evaluated 
using a sample of 83 hospice patients and 113 patients with chronic obstructive pulmonary 
disease (COPD) (Engelberg et al., 2006). The QOC questionnaire reported an acceptable internal 
consistency (α for the general communication was .91 and .79 for end-of-life care 
communication) and its construct validity was supported through correlations (p ≤ .01) with 
measures assessing overall quality of physician communication and quality of care (Engelberg et 
al., 2006). The psychometric properties of the QOC questionnaire was only tested with 
physicians. Although researchers have used the QOC questionnaire to assess family members’ 
perceived quality of communication with physician or nurse practitioner (Curtis et al., 2013), 
they did not report internal consistency and validity.  
 In spite of the growing interest around the importance of effective communication 
between family members and ICU physicians or ICU nurses (Adams, Bailey, Anderson, & 
Docherty, 2011; Carlet et al., 2004; Verhaeghe et al., 2005), assessing the quality of 
communication from the perspective of family members is challenging in Korea, as there is no 
instrument measuring such concepts. Considering the time and costs for developing a new 
instrument, modifying a previously developed instrument, which established its validity, would 
be a better option (Guillemin, Bombardier, & Beaton, 1993). Also, using a previously developed 
model facilitates the building-in of cross-cultural knowledge (Beaton, Bombardier, Guillemin, & 
Ferraz, 2000). Thus, it was decided to develop the Korean version of QOC questionnaire. When 
researchers modify instruments that have been previously developed for another language and 
culture, an important methodological standard emerges through the verification of cross-cultural 
equivalences of the original and final versions (Beaton et al., 2000; Guillemin et al., 1993). 
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Without equivalence, it is difficult to identify whether study findings are resultant of differences 
or similarities between cultures or based on errors in translation (Æ gisdóttir, Gerstein, & 
Çinarbaş, 2008; Peña, 2007; Sidani, Guruge, Miranda, Ford-Gilboe, & Varcoe, 2010). Therefore, 
the purposes of this study were to 1) translate and cross-culturally adapt the English version of 
the QOC questionnaire into Korean and 2) evaluate its internal consistency for Korean family 
members of ICU patients.  
Method 
 This study was approved by the institutional review board at The University of North 
Carolina at Chapel Hill in the United States and by the three medical centers in Korea where the 
study would be conducted. One of the authors of the original QOC questionnaire granted 
permission for its use, translation, and cross-cultural adaptation to ICU family members in 
Korea. The QOC questionnaire for communication with physician and the QOC questionnaire 
for communication with nurse practitioner were used in this study (Curtis et al., 2013) (Appendix 
3.1 and 3.2). Survey items of these two QOC questionnaire were same except instruction on 
questionnaire. The study was conducted in two phases. First, a translation and cross-cultural 
adaptation of the QOC questionnaire from English into Korean, which included a pre-testing of 
the Korean version of the QOC, was carried out. Second, an evaluation of the internal 
consistency of the Korean version of the QOC questionnaire was conducted.  
Phase 1: Translation and cross-cultural adaptation 
 The QOC questionnaire was translated and cross-culturally adapted from English into 
Korean on the bases of guidelines recommended by Beaton et al. (2000) and Guillemin et al. 
(1993), which are currently used by the American Association of Orthopedic Surgeons (AAOS) 
Outcomes Committee (Beaton et al., 2000). Table 3.1 shows the translation and cross-cultural 
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adaptation process recommended by guidelines (Beaton et al., 2000; Guillemin et al., 1993), and 
the method of its application with a slight modification for this study. The process included five 
stages: 1) forward translation, 2) synthesis of the translations, 3) back translation, 4) committee 
review, and 5) pretesting.  
1) Stage I and II: Translation and synthesis of the translation  
 For this study, two items (item 4 and item 5) assessing family members’ perceptions of 
quality about information consistency and time provided for receiving information from ICU 
physicians and nurses were added to the original QOC questionnaire. These items were added 
based on literature review findings that receiving consistent information from ICU physicians 
and nurses, and having adequate opportunity to communicate with them, were identified as the 
priorities of family members (Azoulay et al., 2001; Hickey, 1990; Nelson, Kinjo, Meier, Ahmad, 
& Morrison, 2005; Nelson et al., 2007; Yang, 2008). Thus, the 21-item QOC questionnaire was 
used for the study. In the first stage, the QOC questionnaire were translated into Korean by two 
bilingual translators whose first language was Korean. One translator was a Korean doctoral 
student of a University in the United States (the primary investigator, MJ) who was aware of the 
concepts and intent underlying the questionnaire to be translated. The other translator was 
psychiatric nursing professor of a University in Korea (HN) who was unaware of the concepts 
being explored. Both translators were asked to provide a report of any expressions that might 
give rise to uncertain or challenging interpretations. In the next stage, two resulting translations 
were synthesized into one common-consensus translation by a primary investigator.  
2) Stage III: Back-translation  
 The translated version of the QOC questionnaire in stage II was translated back into 
English by two translators who were fluent in English and Korean. The back-translation was 
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performed to ensure that the translated version of the QOC questionnaire reflected the same item 
content as the original QOC questionnaire (Guillemin et al., 1993). It was also assumed that 
back-translation would be useful to identify unclear wording in the translation (Beaton et al., 
2000). Translators did not participate in forward translation and their qualifications for back-
translation, such as English proficiency, were assessed by the primary investigator and an 
American nursing professor (MVR), who had experiences with instrument translation from 
English into Korean. In back-translation, one translator was a Korean American who was a 
doctoral student in the United States (SY) and the other translator was a Korean working in 
Korea after completing elementary, middle and high school, and college in the U.S. (SH). The 
translators were asked to record any expressions that might give rise to uncertainties during the 
back-translation process. Both translators were blind to the QOC questionnaire and they had no 
medical backgrounds. Utilization of uninformed back-translators was based on the assumption 
that it would be helpful to avoid information bias and reveal unexpected meanings or 
interpretations in the translated version of the QOC questionnaire (Beaton et al., 2000). 
Discrepancies between the two back translations were presented by the investigator and 
resolution was achieved with translators’ reports and consultation with translators. The two back-
translated versions were then synthesized into a single back-translated version by the 
investigator.   
3) Stage IV: Committee review  
 A translated version, a back-translated version, and the original version of the QOC 
questionnaire were reviewed by a committee to achieve equivalence between the source and 
target versions (Beaton et al., 2000). The committee consisted of five Korean multidisciplinary 
members including an investigator (MJ), two nursing professors (JL and HY), one ICU physician 
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(HY), and one ICU nurse (SY). Four translators who translated or back-translated the QOC 
questionnaire were not included in this committee. The investigator was a PhD nursing student. 
The two nursing professors had experience working in ICU setting and were familiar with 
research processes of instrument translation and psychometric evaluation. The ICU physician 
was a pulmonologist and ICU director of a hospital, and the ICU nurse was working in the 
neuroscience ICU (NSICU) as a charge nurse. All members knew the Korean ICU system well 
and four of them were fluent in both English and Korean.  
 In order to reveal differences, the back-translated version was compared with the original 
version of the QOC questionnaire on an item-by-item basis at a consensus meeting attended by 
the investigator and one nursing professor (JL). During the review of the back-translation and 
original version, no discrepancies were found that required further assessment or revision. The 
original and translated versions of the QOC questionnaire were reviewed by the investigator and 
both nursing professors (JL and HY). These members independently compared the translated 
version and original version of the QOC questionnaire in order to assess the appropriateness of 
translation and evaluating equivalence with the original version semantically, experientially, and 
conceptually (Beaton et al., 2000; Guillemin et al., 1993). They also evaluated whether the 
translated version would be easily understood by the target population. After review, it was 
determined that QOC questionnaire translation was appropriate and that the translated version 
would be comprehensible to Korean family members of ICU patients. During review of the 
translated and original versions of the QOC questionnaire, minor changes were made to 
sentences of the questionnaire instructions to make them flow more smoothly. Additionally the 
following three changes related to cultural and semantic equivalence were made to the translated 
version of the QOC questionnaire. In item 15, “Talking with you about what your patient [dying] 
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might be alike”, the term of “dying” was replaced with the Korean term “임종 [imjong]” which 
is a kind of euphemism for “dying”. This replacement was made based on the assumption that 
family members may not feel comfortable with the direct translation of “dying” because, in 
Korea, it is taboo to openly and directly discuss topics such as death (Shin et al., 2016). 
Additionally, two of the items in the QOC questionnaire (items 16 and 17), “Asking about the 
things in life that are important to your patient” and “Respecting the things in life that are 
important to your patient”, were considered as activities not commonly practiced during 
communication between family members and physicians or nurses in Korea and deemed too 
abstract to answer. Thus, the phrase “such as values, beliefs, persons” was added in parentheses 
after each item to provide a supplementary explanation of “things in life”.  
 After adjusting the translated version on the advice of both committee nursing professors, 
the translated version of the QOC questionnaire was reviewed by an ICU physician and nurse. 
The ICU physician reviewed the questionnaire for family-ICU physician communication and the 
ICU nurse reviewed the questionnaire for family-ICU nurse communication. The ICU physician 
and nurse independently evaluated the relevance of the questionnaire items to assess the quality 
of family-ICU physician and family-ICU nurse communication in Korea. They also evaluated 
whether the translated version would be easily applied to Korean family members of ICU 
patients. During this stage of review, no issues related to items, instructions, and response 
options were reported and no changes were made. The translated version of the QOC 
questionnaire was considered to be an appropriate instrument by the ICU physician and nurse for 
assessing the quality of communication between ICU care providers and ICU family members in 
Korea. As a result, the pre-final Korean version of the QOC questionnaire was produced.  
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4) Stage V: Pre-test 
 The pre-final Korean version of the QOC questionnaire was tested among eleven Korean 
family members of ICU patients. This test was conducted to determine whether the pre-final 
version retained its equivalence in an applied situation and also address any potential problems, 
such as emotional impact of each item, high proportion of missing items, or single responses 
(Beaton et al., 2000). During family members’ ICU visits, the investigator distributed study 
invitation letters and assessed their willingness to meet with the investigator. The invitation letter 
included the purpose of the study, participant eligibility criteria, study procedures, and the 
investigator’s name and contact information. Family members who expressed interest in the 
study were contacted by the investigator after the family member’s ICU visit. Family members 
who agreed to participate in the study signed an informed consent form and were given survey 
packets including a form with questions about the family member’s demographics and pre-final 
Korean version of the QOC questionnaire. During the pre-test stage, family members were asked 
to complete the demographic form and pre-final Korean version of the QOC questionnaire. Once 
completed, they were also asked to comment on words or sentences that they found difficult to 
understand. These comments were recorded on a separate paper attached to the questionnaire by 
the investigator. After each family member completed the questionnaire, “a probe technique” 
was used that asked family member probe questions such as “What do you mean?” (Guillemin et 
al., 1993, p.1424). Family members were asked to rephrase each item in their own words to 
elucidate family members’ understandings of the questionnaire items in an open-ended manner.  
  Results of pre-test. In the pre-testing stage, eleven family members of ICU patients 
completed the pre-final Korean version of the QOC questionnaire and their understanding of the 
instrument was assessed. Table 3.2 presents the characteristics of the family members who 
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participated in the pre-test. The mean age of family members was 54.5 years ranging from 37 to 
77 years. Among these family members, the number of males and females was almost equal: 6 
were male and 5 were female. The majority (10 of 11) were either an adult child or the spouse of 
the patient, and about 90% (10 of 11) of family members had completed formal education at a 
high school level or greater.  
 During the pre-test, one of the family members reported that item 12 (“Talking with you 
about your feeling that your patient might get sicker”) of the QOC questionnaire was not fully 
understood. The investigator provided supplementary explanation about the item and the family 
member then completed item 12 without difficulty. The investigator and committee discussed 
whether modifications, such as different wording or sentence alteration, should be made to item 
12. After discussion, it was decided that no changes to item 12 would be needed because 
translation of this item did not change the original meaning and no problem for general 
understanding was anticipated. The remaining items of the questionnaire were completed without 
difficulties and fully understood on the part of the family members. There were no missing data 
on any items. The pre-test results suggest that the pre-final Korean version of the QOC 
questionnaire would be easily understood and easy to respond to by Korean family members of 
ICU patients. As a result, the final Korean version of the QOC questionnaire was developed 
(Appendix 3.3 and 3.4).  
Phase 2: Internal consistency evaluation of the final Korean version of the QOC 
questionnaire  
 Once the process of translation and cross-cultural adaptation of the QOC questionnaire 
from English into Korean was completed, the final Korean version of the QOC questionnaire 
was tested among 63 newly recruited family members of chronically critically ill patients to 
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evaluate the internal consistency of the questionnaire. Hobart et al. (2012) suggested that the 
minimum sample size required for testing the reliability of an instrument is 20. Also, Javali, 
Gudaganavar, and Raj (2011) suggested that sample size should be at least 50 and more to 
evaluate the internal consistency of a scale. It was feasible to collect a sample size of 63, which 
exceeds these recommendations.  
1) Study design  
 A cross-sectional survey design was used to evaluate the internal consistency of the final 
Korean version of the QOC questionnaire.   
2) Sample and setting 
 From December 2015 to April 2016, participants were recruited from ten ICUs at three 
medical centers affiliated with Catholic University in Korea: three surgical ICUs (SICU), three 
medical ICUs (MICU), three neuroscience ICUs (NSICU), and one cardiac ICU (CICU) at each 
of three hospitals: Seoul Saint Hospital, Yeouido Saint Hospital, and Saint Vincent Hospital. In 
order to identify family members of chronically critically ill patients, the following inclusion 
criteria were used for patients: (1) 19 years of age or older, and (2) being chronically critically ill 
(i.e., having failed weaning or not being considered for weaning within 3 days of initiation of 
mechanical ventilation (Douglas et al., 2005). Family members were eligible for this study if 
they were: (1) 19 years old or older and (2) self-identified as a primary care giver (defined as the 
family member most likely to provide pre-admission or post-discharge care giving (Douglas & 
Daly, 2003; Douglas et al., 2005; Im, Belle, Schulz, Mendelsohn, & Chelluri, 2004) or family 
decision maker (defined as the family member who most involved in patient’s treatment 
decisions (Cox et al., 2009), and (3) had primarily communicated with ICU physicians and/or 
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nurses about patient illness or treatment. Up to two family members for the patient could 
participate if the primary care giver and decision maker differed.  
3) Procedures 
 The investigator obtained support from ICU head nurses, charge nurses, and/or bedside 
nurses in identifying eligible patients and approached their family members during their ICU 
visits to assess their willingness to meet the investigator. Family members who expressed interest 
in the study were contacted by the investigator following the family members’ ICU visits. Once 
eligibility was determined, family members were invited to participate in the study. Family 
members who agreed to participate in the study signed an informed consent form. The 
investigator distributed the surveys to each family member and explained the steps for their 
completion. The distributed surveys included a demographic information form with questions 
about the family member’s gender, age, relationship to patient, education level, and religion and 
the final Korean version of the QOC questionnaire. Family members were asked to complete the 
surveys and were also encouraged to notify the investigator of any questions or concerns. Once 
completed, surveys were returned directly to the investigator. Additionally, the investigator 
obtained support from bedside nurses to collect patient data on age, gender, marital status, 
admitting diagnosis, length of ICU and hospital stay, and period of mechanical ventilator 
dependence through electronic medical records review. This procedure was acceptable practices 
of three hospitals in Korea wherein consent for procedure was obtained from family member of 
each patient.  
4) Data analysis 
 All data were analyzed using SAS version 9.3 for Windows (SAS Institute Inc., Cary, 
NC). The total number of family members included in the analysis was 62. Although 63 family 
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members participated in this study, two were family members of one patient since these two 
family members had different role. For the study, up to two family members for the patient could 
participate if the primary care giver and decision maker differed. Since there were two 
participating family members for only one patient, it was decided to use the data for the family 
member who had a primary care giver role. Descriptive statistics, including means, standard 
deviations (SD), and percentage, were computed to describe participants’ demographic, 
characteristics, and perceived quality of communication with ICU physicians and nurses. The 
internal consistency reliabilities of the final Korean version of the QOC questionnaire was 
evaluated by calculating Cronbach’s alpha (α) coefficients. Typically, a Cronbach’s alpha 
coefficient of at least .70 is considered acceptable in terms of instrument reliability (Nunnally & 
Bernstein, 1994; Terwee et al., 2007). For this study, the impact of added items on the scale was 
analyzed because two new items were novel additions to the original scale. This analysis was 
conducted by reporting the correlation between each of items and the scale score based on the 
original items of the scale and by comparing the Cronbach’s alpha coefficient of the scale with 
the original items to that of the scale with the two novel items. Additionally, the item-total 
correlation was computed to evaluate item discrimination. Items that had an item-total 
correlation at least .30 were considered discriminating and those with values between .20 and .30 
were considered moderately discriminating (Nunnally & Bernstein, 1994). 
5) Results 
Sample characteristics  
 Patients’ characteristics. Table 3.3 presents the characteristics of the patients. The mean 
age of patients was 63.9 years ranging from 22 to 90 years. Among these patients, 46.8% were 
male and 53.2% were female. About 89% of patients were currently married (62.9%) or 
63 
 
widowed (25.8%) whereas only 11% of patients were never married (9.9%) or divorced (1.6%). 
The most common primary diagnoses leading to patients’ ICU admission were respiratory 
disease (30.7%), neurologic disease (17.7%), neoplastic disease (17.7%), cardiovascular disease 
(11.3%), and renal disease (6.5 %). The mean of patient’s length of stay in the hospital and ICU 
was 20.5 (ranging from 4 to 135 days) and 14.0 days (ranging from 4 to 57 days) respectively. 
The mean of days that patients used mechanical ventilation was 12.7 days ranging from 4 to 49 
days. 
 Family members’ characteristics. Table 3.4 presents the characteristics of the family 
members. The mean age of participating family members was 48.9 years with a range from 23 to 
82 years. Among family members, 30.7% were male and 69.4% were female. The majority were 
either an adult child or the spouse of patient: 51.6% were an adult child and 30.7% were the 
spouse. The remaining 17.7% were a parent, daughter-in-law, or sibling of the patient. About 
90% of family members had completed formal education at a high school level or greater. Over 
60% of family members reported a religious preference; about 29% preferred Catholicism, 
followed by Protestantism (19.4%), and Buddhism (16.1%).  
Internal consistency reliability of the Korean version of the QOC questionnaire  
 The final Korean version of the QOC questionnaire that included new items showed 
satisfactory Cronbach’s alpha coefficients (α =.87 for QOC with ICU physicians and α =.85 for 
QOC with ICU nurses) (Table 3.5). These α values of the QOC scales were slightly higher than 
those without the new items (α =.85 for QOC with ICU physicians and α =.81 for QOC with ICU 
nurses). Added two items (item 4 and 5) were significantly correlated with the QOC scale 
summary score based on the original items of the QOC scale. Items 4 and 5 were significantly 
correlated with QOC scale summary score for family-ICU physician communication (r =.66, p 
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< .01 and r =.59, p < .01 respectively). Items 4 and 5 were also significantly correlated with 
QOC scale summary score for family-ICU nurse communication (r =.61, p < .01 and r =.68, p 
< .01 respectively) (Table 3.6). In the QOC scale for family-ICU physician communication, 
item-total correlation of item 18 and 19 were less than .20 (.18 and .13 respectively) (Table 3.7). 
Cronbach’s alpha coefficients were slightly higher (.88) when item 18 or 19 was not used for 
computation. In the QOC scale for family-ICU nurse communication, item-total correlation of 
item 15, 16, 17, 18, and 19 were less than .20 (ranging from .10 to .19) (Table 3.8). Cronbach’s 
alpha coefficients were not changed when each item was not used for computation.   
Responses to the Korean version of the QOC questionnaire 
 The mean summary score of the Korean version of the QOC questionnaire for family-
ICU physician communication was 50.3 ranging from 2.5 to 94.5 (Table 3.9).The mean score for 
each item ranged from 0.6 to 8.5 and the mean score for item 21, rating overall quality of 
communication with ICU physicians, was 7.7 ranging from 0 to 10. The mean summary score of 
the Korean version of the QOC questionnaire for family-ICU nurse communication was 42.9 
ranging from 5.0 to 96.5 (Table 3.10). The mean score for each item ranged from 0.3 to 8.3 and 
the mean score for item 21, rating overall quality of communication with nurses, was 7.9 ranging 
from 2.0 to 10.0.  
Discussion 
 This study described a process of translation and cross-cultural adaptation of the QOC 
questionnaire into Korean and evaluated the internal consistency of the Korean version. The 
process was based on guidelines recommended by Beaton et al. (2000) and Guillemin et al. 
(1993), wherein translation, back translation, committee review, and pretesting were conducted. 
The Korean version of the QOC questionnaire was created in adherence to these guidelines, and 
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the results indicated that it was acceptable, easily understood, and could be self-administered 
among family members of ICU patients. Our findings also demonstrated that the Korean version 
of the QOC questionnaire had satisfactory internal consistency.     
 Adequate and effective communication between family members and ICU physicians or 
ICU nurses is critical to increased quality of ICU care. Family members’ unmet communication 
needs have been linked to their lack of understanding patients’ illnesses and treatment, lack of 
trust of ICU physicians and nurses, increased risk for symptoms of anxiety, depression, and 
stress, and dissatisfaction with ICU care (Adams et al., 2011; Boyle, Miller, & Forbes-
Thompson, 2005; Cox et al., 2009; Lautrette et al., 2007). As there are currently no feasible 
instruments that assess family members’ perceptions about the quality of communication with 
ICU physicians and nurses in Korea, the translation and cross-cultural adaptation of the QOC 
questionnaire into Korean has significant implications for ICU care providers and researchers. 
The Korean version of the QOC questionnaire can aid in assessing family members’ perceptions 
of ICU physicians’ or ICU nurses’ specific communication competencies, such as active 
listening, discussing prognoses, providing emotional support, and deliberating with family 
members about treatment decision-making as well as their general impressions about 
communication quality. This questionnaire may also prompt ICU care providers to reflect on 
their communication skills and identify areas that need to be improved. Information collected by 
the QOC questionnaire may be useful in developing communication skills training programs for 
ICU care providers. Furthermore, appropriate translation and cross-cultural adaptation of QOC 
questionnaire would lead to increased collaboration between researchers across cultures, 
resulting in a more heterogeneous base of knowledge regarding family-ICU care provider 
communication area.  
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  Although the Korean version of the QOC questionnaire was well received and showed 
satisfactory internal consistency reliability in this study, several implications for future research 
are identifiable. The Korean version of the QOC questionnaire ought to be validated with an 
assessment of multiple psychometric properties, as the examination of internal consistency alone 
is insufficient to make the determination that this questionnaire is a valid instrument to assess 
Korean family members’ perceptions about quality of communication with ICU care providers. 
Researchers have suggested that assessment of properties such as internal consistency reliability, 
stability reliability (test-retest reliability), construct-related validity such as convergent/or 
divergent, criterion validity, and responsiveness, is necessary for instrument validation in the 
target population (Lohr, 2002; Paunonen & Ashton, 1998; Sousa & Rojjanasrirat, 2011). Further 
that item-total correlations of two items of QOC scale for family-ICU physician communication 
and five items of QOC scale for family-ICU nurse communication were found not to be 
acceptable for discrimination suggests that a more rigorous investigation of item redundancy of 
the Korean version of the QOC questionnaire should be conducted. In addition, education level 
of study participants needs to be carefully considered in future research. In this study, it is 
possible that differences of education level existed between enrolled and non-enrolled study 
participants in phase I and II, and that these differences may have affected their interpretation or 
understanding of the questionnaire and, eventually, their responses. Although family members 
who reported lower educational attainment did not report any difficulties in completing the 
Korean version of the QOC questionnaire, they made up a small proportion of the study sample, 
with the rest being relatively well educated. A further evaluation of the questionnaire on a larger 
Korean sample with different levels of education is warranted to support our findings.  
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Conclusion 
 This is the first study on the translation and cross-cultural adaptation of the QOC 
questionnaire into Korean. The Korean version of the QOC questionnaire was well accepted by 
family members of ICU patients and its internal consistency was considered satisfactory. 
Although further evaluation of psychometric properties of this instrument is needed, Korean 
version of the QOC questionnaire may provide ICU care providers and researchers a critical 
perspective for improving the quality of family-ICU care provider communication.  
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Table 3.1. Translation and Cultural-adaptation Process Recommended by Guidelines and Its 
Application for the Study 
Recommendations a Adaptation in study 
Stage I: Forward translation 
- Translation into target language  
- At least two independent translators: 
informed + uninformed translator  
- Producing two translations (T1 and T2) 
Stage I: Forward translation  
- Translation QOC questionnaire into 
Korean 
- Two translators: a Korean doctoral student 
of a University in the United States and a 
psychiatric nursing professor of a 
University in Korea  
- Producing two translations  
Stage II: Synthesis 
- Synthesis T1 & T2 into T-12 
- Resolving any discrepancies with 
translators’ reports  
Stage II: Synthesis 
- Synthesis two translations into one 
common-consensus translation  
- Resolving any discrepancies through the 
discussion between the primary 
investigator and second translator 
Stage III: Back-translation 
- Translation of T-12 version back into the 
original language 
- At least two translators with source 
language as their mother tongue who are 
uninformed of questionnaire 
- Producing two back translations (BT1 and 
BT2) 
Stage III: Back-translation 
- Translation of synthesized translation 
version of QOC questionnaire back into 
English 
- Two translators: a Korean American 
doctoral student of a University in the 
United States and a Korean who had lived 
for more than 15 years in the United States  
- Producing two back translations (BT1 and 
BT2) 
- Synthesis of BT1 & BT2 into BT-12  
Stage IV: Committee review 
- Consisting of methodologists, health 
professionals, language professionals, and 
forward and back translators 
- Review of all versions of questionnaire 
- Reach consensus on discrepancies  
- Producing pre-final version 
Stage IV: Committee review 
- Consisting of a primary investigator, two 
nursing professors, an ICU physician, and 
an ICU nurse  
- Review of all versions of QOC 
questionnaire  
- Comparison and modification  
- Producing pre-final Korean version of 
QOC questionnaire  
Stage V: Pre-test 
- A number of 30-40 subjects from target 
setting 
- Pre-final version completion by each 
subject  
- Interview with each subject to probe 
understanding of questionnaire items 
Stage V: Pre-test 
- Eleven family members of ICU patients  
- Pre-final Korean version of QOC 
questionnaire completion by Korean 
family members of ICU patients 
- Asking each family member probe 
question 
 
Note. QOC=Quality of Communication; ICU=Intensive Care Unit.  
 a Recommendations were proposed by Beaton et al. (2000) and Guillemin et al. (1993). 
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Table 3.2. Characteristics of Family Members in Pre-test (N=11) 
Characteristics  Mean (SD)  Range 
Age 54.5 (13.8) 37-77 (year) 
 n (%) 
Gender 
   Male 
 Female 
 
6 (54.6) 
5 (45.5) 
Relationship to patient 
 Spouse 
 Parent 
 Child 
 Daughter-in-law or son-in-law 
 Sibling 
 Grandparent or grandchild 
 Other relative 
 
5 (45.5) 
1 (9.1) 
5 (45.5) 
0 (0) 
0 (0) 
0 (0) 
0 (0) 
Education 
  < elementary school 
  Elementary school graduate 
  Middle school graduate 
  High school graduate 
  ≥ College graduate 
 
0 (0) 
1 (9.1) 
0 (0) 
1 (9.1) 
9 (81.8) 
Religion 
  No formal religion 
  Protestantism 
  Catholicism 
  Buddhism 
  Confucianism 
 Other 
 
6 (54.6) 
2 (18.2) 
1 (9.1) 
1 (9.1) 
1 (9.1) 
0 (0) 
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Table 3.3. Characteristics of Patients in Phase 2 (N=62) 
Characteristics  Mean (SD) Range  
Age (year) 63.9 (16.3) 22-90  
Hospital length of stay (days) 20.5 (19.9) 4-135 
ICU length of stay (days) 14.0 (13.0) 4-57  
Days of mechanical ventilation use 12.7 (9.1)                              4-49 
 n (%) 
Gender  
  Male 
  Female 
 
29 (46.8)  
33 (53.2) 
Marital status 
  Never married 
  Currently married 
  Widowed 
  Divorced 
 
6 (9.7) 
39 (62.9) 
16 (25.8) 
1 (1.6) 
Primary ICU admission diagnosis 
  Respiratory a 
  Neurologic b  
  Neoplastic c 
  Cardiovascular d  
  Renal e 
  Other f 
 
19 (30.7) 
11 (17.7) 
11 (17.7) 
7 (11.3) 
4 (6.5) 
10 (16.1) 
Note. ICU=Intensive Care Unit. 
 b Respiratory includes acute respiratory distress syndrome, chronic obstructive pulmonary disease, idiopathic 
pulmonary fibrosis, pneumoconiosis, pneumonia, pulmonary hypertension, pulmonary thromboembolism, and 
pulmonary tuberculosis.  
c Neurologic includes acute hemorrhagic infarction, internal carotid artery infarction, middle cerebral artery 
infarction, intracerebral hemorrhage, pointine intracranial hemorrhage, subarachnoid hemorrhage, pneumocephalus, 
status epilepticus, and top of basilar artery syndrome.  
c Neoplastic includes acute myeloid leukemia, breast cancer, common bile duct cancer, colon cancer, lung cancer, 
glioblastoma, hepatocellular carcinoma, hepatosplenic T-cell lymphoma.  
d Cardiovascular includes aortic aneurysm, aortic dissection, cardiac tamponade, chronic heart failure, coronary 
artery disease, mitral valve and tricuspid valve regurgitation, myocardial infarction.  
e Renal includes end-stage renal disease and nephrotic syndrome.  
f. Other includes acute duodenal ulcer, alcoholic ketoacidosis, bacteremia, chronic graft-versus-host disease, 
disseminated   
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Table 3.4. Characteristics of Family Members in Phase 2 (N=62) 
Characteristics  Mean (SD)  Range 
Age 48.9 (14.1) 23-82 (year) 
 n (%) 
Gender 
   Male 
 Female 
 
19 (30.6) 
43 (69.4) 
Relationship to patient 
 Spouse 
 Parent 
 Child 
 Daughter-in-law or son-in-law  
 Sibling 
 Grandparent or grandchild 
 Other relative 
 
19 (30.7) 
5 (8.1) 
32 (51.6) 
2 (3.2) 
4 (6.5) 
0 (0) 
0 (0) 
Education 
  < elementary school 
  Elementary school graduate 
  Middle school graduate 
  High school graduate 
  ≥ College graduate 
 
0 (0) 
4 (6.5) 
2 (3.2) 
18 (29.3) 
38 (61.3) 
Religion 
  No formal religion 
  Protestantism 
  Catholicism 
  Buddhism 
  Confucianism 
 Other 
 
22 (35.5) 
12 (19.4) 
18 (29.0) 
10 (16.1) 
0 (0) 
0 (0) 
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Table 3.5. Internal Consistency Reliability of the Final Korean Version of the QOC 
questionnaire  
Scales Cronbach’s alpha 
QOC questionnaire for family-ICU physician communication 
   QOC questionnaire with two new items  
   QOC questionnaire without two new items  
 
QOC questionnaire for family-ICU nurse communication 
   QOC questionnaire with two new items  
   QOC questionnaire without two new items  
 
.87 
.85 
 
 
.85 
.81 
  Note. QOC= Quality of Communication; ICU=Intensive Care Unit. 
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Table 3.6. Correlation Matrix between Added Two Items of QOC Scale and QOC Scale Scores  
Variable  1 2 3 4 5 6 
Item 4a of QOC scale for family-physician 
communication 
1        
Item 5b of QOC scale for family-physician 
communication 
   .80** 1     
Item 4 of QOC scale for family-nurse 
communication 
.12 .13 1    
Item 5 of QOC scale for family-nurse 
communication 
 .31**  .30** .65** 1   
QOC scale summary score for family-ICU 
physician communication c  
 .66**  .59** .21 .32* 1  
QOC scale summary score for family-ICU 
nurse communication d 
.24 .27* .61** .68**   .47** 1 
Note. QOC= Quality of Communication; ICU=Intensive Care Unit. 
a “Providing you consistent information about your patient’s illness and treatment”. b “Allowing enough time for 
communication about your patient’s illness and treatment. c Summary score of QOC scale for family-ICU physician 
communication was calculated based on the original items of QOC scale. d Summary score of QOC scale for family-
ICU nurse communication was calculated based on the original items of QOC scale. 
 *p <.05   **p <.01. 
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Table 3.7. Item-total Correlation of the Korean Version of the QOC Questionnaire for family-
ICU Physician Communication  
Note. QOC=Quality of Communication; ICU= Intensive Care Unit. 
Items Item-total  
correlation 
Cronbach’s alpha 
if item was 
deleted 
1.Using words that you can understand .61 .86 
2.Looking you in the eye .57 .87 
3.Giving you information about your patient’s illness and treatment .68 .86 
4.Providing you consistent information about your patient’s illness 
and treatment 
.69 .86 
5.Allowing enough time for communication about your patient’s 
illness and treatment 
.62 .86 
6.Including you in decisions about your patient’s illness and 
treatment 
.33 .87 
7.Answering all your questions about your patient’s illness and 
treatment 
.63 .86 
8.Listening to what you have to say .65 .86 
9.Caring about you as a person .65 .86 
10.Giving you his or her full attention .56 .86 
11.Asking about the kinds of treatments you patient would want if 
he or she could speak for himself or herself 
.47 .87 
12.Talking with you about your feeling that your patient might get 
sicker 
.51 .87 
13.Talking with you about when or how your patient might get 
sicker 
.61 .86 
14.Talking with you about how long your patient might have to live .39 .87 
15.Talking with you about what your patient dying might be alike .24 .87 
16.Asking about the things in life that are important to your patient .38 .87 
17.Respecting the things in life that are important to your patient .41 .87 
18.Asking about your spiritual or religious beliefs .18 .88 
19.Respecting your spiritual or religious beliefs .13 .88 
20.Helping you decide about the kinds of treatments your patient 
would want 
.56 .86 
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Table 3.8. Item-to-total Correlation of the Korean Version of the QOC Questionnaire for Family-
ICU Nurse Communication  
Note. QOC=Quality of Communication; ICU= Intensive Care Unit. 
Items Item-total  
correlation 
Cronbach’s alpha 
if item was 
deleted 
1.Using words that you can understand .53 .84 
2.Looking you in the eye .57 .84 
3.Giving you information about your patient’s illness and treatment .61 .83 
4.Providing you consistent information about your patient’s illness 
and treatment 
.64 .83 
5.Allowing enough time for communication about your patient’s 
illness and treatment 
.71 .83 
6.Including you in decisions about your patient’s illness and 
treatment 
.43 .84 
7.Answering all your questions about your patient’s illness and 
treatment 
.59 .83 
8.Listening to what you have to say .55 .84 
9.Caring about you as a person .60 .83 
10.Giving you his or her full attention .55 .84 
11.Asking about the kinds of treatments you patient would want if 
he or she could speak for himself or herself 
.46 .84 
12.Talking with you about your feeling that your patient might get 
sicker 
.51 .84 
13.Talking with you about when or how your patient might get 
sicker 
.48 .84 
14.Talking with you about how long your patient might have to live .23 .85 
15.Talking with you about what your patient dying might be alike .11 .85 
16.Asking about the things in life that are important to your patient .10 .85 
17.Respecting the things in life that are important to your patient .10 .85 
18.Asking about your spiritual or religious beliefs .10 .85 
19.Respecting your spiritual or religious beliefs .19 .85 
20.Helping you decide about the kinds of treatments your patient 
would want 
.34 .84 
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Table 3.9. Family Members’ Responses to Korean Version of the QOC Questionnaire for 
Family-ICU Physician Communication (N=62) 
Note. QOC=Quality of Communication; ICU= Intensive Care Unit. 
Items Mean (SD) Range 
1.Using words that you can understand 7.7 (2.0) 0-10.0 
2.Looking you in the eye 8.5 (1.7) 3.0-10.0 
3.Giving you information about your patient’s illness and treatment 7.8 (2.1) 0-10.0 
4.Providing you consistent information about your patient’s illness and 
treatment 
7.7 (2.3) 0-10.0 
5.Allowing enough time for communication about your patient’s 
illness and treatment 
6.7 (2.7) 0-10.0 
6.Including you in decisions about your patient’s illness and treatment 6.1 (3.4) 0-10.0 
7.Answering all your questions about your patient’s illness and 
treatment 
7.9 (2.3) 0-10.0 
8.Listening to what you have to say 7.9 (2.3) 0-10.0 
9.Caring about you as a person 8.4 (1.9) 0-10.0 
10.Giving you his or her full attention 7.7 (2.2) 0-10.0 
11.Asking about the kinds of treatments you patient would want if he 
or she could speak for himself or herself 
3.3 (3.9) 0-10.0 
12.Talking with you about your feeling that your patient might get 
sicker 
4.3 (4.0) 0-10.0 
13.Talking with you about when or how your patient might get sicker 5.8 (3.8) 0-10.0 
14.Talking with you about how long your patient might have to live 2.2 (3.6) 0-10.0 
15.Talking with you about what your patient dying might be alike 0.8 (2.3) 0-10.0 
16.Asking about the things in life that are important to your patient 0.6 (2.1) 0-10.0 
17.Respecting the things in life that are important to your patient 0.9 (2.5) 0-10.0 
18.Asking about your spiritual or religious beliefs 0.6 (2.2) 0-10.0 
19.Respecting your spiritual or religious beliefs 0.5 (2.0) 0-10.0 
20.Helping you decide about the kinds of treatments your patient 
would want 
2.5 (3.9) 0-10.0 
21.Overall, how would you rate communication with patient’s doctor 
 
7.6 (2.3) 0-10.0 
Summary score  49.1 (15.0) 2.5-89.5 
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Table 3.10. Family Members’ Responses to Korean Version of the QOC Questionnaire for 
Family-ICU Nurse Communication (N=62) 
Items Mean (SD) Range 
1.Using words that you can understand 8.4 (1.8) 0-10.0 
2.Looking you in the eye 8.3 (2.0) 0-10.0 
3.Giving you information about your patient’s illness and treatment 6.9 (3.1) 0-10.0 
4.Providing you consistent information about your patient’s illness 
and treatment 
6.7 (3.1) 0-10.0 
5.Allowing enough time for communication about your patient’s 
illness and treatment 
6.9 (2.8) 0-10.0 
6.Including you in decisions about your patient’s illness and treatment 4.1 (4.2) 0-10.0 
7.Answering all your questions about your patient’s illness and 
treatment 
7.7 (2.3) 0-10.0 
8.Listening to what you have to say 8.0 (2.3) 0-10.0 
9.Caring about you as a person 8.2 (2.1) 0-10.0 
10.Giving you his or her full attention 7.7 (2.4) 0-10.0 
11.Asking about the kinds of treatments you patient would want if he 
or she could speak for himself or herself 
1.5 (3.1) 0-10.0 
12.Talking with you about your feeling that your patient might get 
sicker 
2.7 (3.8) 0-10.0 
13.Talking with you about when or how your patient might get sicker 2.9 (4.0) 0-10.0 
14.Talking with you about how long your patient might have to live 0.6 (1.9) 0-8.0 
15.Talking with you about what your patient dying might be alike 0.1 (0.8) 0-6.0 
16.Asking about the things in life that are important to your patient 0.1 (0.6) 0-5.0 
17.Respecting the things in life that are important to your patient 0.1 (0.6) 0-5.0 
18.Asking about your spiritual or religious beliefs 0.4 (1.7) 0-8.0 
19.Respecting your spiritual or religious beliefs 0.5 (1.8) 0-8.0 
20.Helping you decide about the kinds of treatments your patient 
would want 
1.2 (2.9) 0-10.0 
21.Overall, how would you rate communication with patient’s nurse 7.8 (2.1) 2.0-10.0 
Summary score  41.5 (13.0) 5.0-70.0 
Note. QOC= Quality of Communication; ICU= Intensive Care Unit. 
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APPENDIX 3.1: THE QOC QUESTIONNAIRE FOR FAMILY-ICU PHYSICIAN 
COMMUNICATION  
 (ENGLISH VERSION) 
 
 
COMMUNICATION WITH ICU PHYSICIAN 
 
The following questions are about how well your family member’s physician talked with you 
about your family member’s care. We know that many people think very highly of their 
physicians. To help us improve communication between physicians and families, please be 
critical.   
 
Please rate your family member’s physician on each of the following questions using a scale 
from 0, “Poor” to 10, “Absolutely Perfect.”  The middle of the scale with the value of “5” 
indicates “Very Good.” If you cannot rate your family member’s physician on a question 
because he or she did not do it, please check the box, "The physician didn’t do this." You may 
also check the box, "I don’t know." 
Some of the questions in this section are similar to those you have already answered. At times, 
we ask for information in slightly different ways so that we can test our questions. 
 
How good is your family member’s physician at:  (Circle or check one number 
for each item) 
 
 
 Poor 
 
0 
    Very  
Good 
5 
    Absolutely 
Perfect 
10 
Physician 
didn’t do 
this 
I do 
not 
know 
1.Using words that you 
can understand 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
2.Looking you in the 
eye 
0 1 2 3 4 5 6 7 8 9 10   
3.Giving you 
information about your 
patient’s illness and 
treatment 
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2 
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8 
 
 
9 
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4.Providing you 
consistent information 
about your patient’s 
illness and treatment 
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8 
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5.Allowing enough 
time for 
communication about 
your patient’s illness 
and treatment 
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3 
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6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
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 Poor 
 
0 
    Very  
Good 
5 
    Absolutely 
Perfect 
10 
Physician 
didn’t do 
this 
I do 
not 
know 
6.Including you in 
decisions about your 
patient’s illness and 
treatment 
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7.Answering all your 
questions about your 
patient’s illness and 
treatment 
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8.Listening to what you 
have to say 
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7 
 
8 
 
9 
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9.Caring about you as a 
person 
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5 
 
6 
 
7 
 
8 
 
9 
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10.Giving you his or 
her full attention 
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3 
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5 
 
6 
 
7 
 
8 
 
9 
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11.Asking about the 
kinds of treatments you 
patient would want if 
he or she could speak 
for himself or herself 
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12.Talking with you 
about your feeling that 
your patient might get 
sicker 
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13.Talking with you 
about when or how 
your patient might get 
sicker 
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14.Talking with you 
about how long your 
patient might have to 
live 
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6 
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15.Talking with you 
about what your patient 
dying might be alike 
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8 
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16.Asking about the 
things in life that are 
important to your 
patient 
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17.Respecting the 
things in life that are 
important to your 
patient 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
18.Asking about your 
spiritual or religious 
beliefs 
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 Poor 
 
0 
 
 
 
   Very  
Good 
5 
    Absolutely 
Perfect 
10 
Physician 
didn’t do 
this 
I do  
not 
know 
19.Respecting your 
spiritual or religious 
beliefs 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
20.Helping you 
decide about the 
kinds of treatments 
your patient would 
want 
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21.Overall, how 
would you rate 
communication with 
patient’s doctor 
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APPENDIX 3.2: THE QOC QUESTIONNAIRE FOR FAMILY-ICU NURSE 
COMMUNICATION  
 (ENGLISH VERSION) 
 
 
COMMUNICATION WITH ICU NURSE 
 
The following questions are about how well your family member’s nurse talked with you about 
your family member’s care. We know that many people think very highly of nurses. To help us 
improve communication between nurse and families, please be critical.   
 
Please rate your family member’s nurse on each of the following questions using a scale from 0, 
“Poor” to 10, “Absolutely Perfect.” The middle of the scale with the value of “5” indicates “Very 
Good.” If you cannot rate your family member’s nurse on a question because he or she did not 
do it, please check the box, "The nurse didn’t do this." You may also check the box, "I don’t 
know." 
Some of the questions in this section are similar to those you have already answered. At times, 
we ask for information in slightly different ways so that we can test our questions. 
 
 
How good is your family member’s nurse at:  (Circle or check one number for 
each item) 
 
 
 Poor 
 
0 
    Very  
Good 
5 
    Absolutely 
Perfect 
10 
Nurse 
didn’t 
do this 
I  
do not 
know 
1.Using words that you 
can understand 
 
0 
 
1 
 
2 
 
3 
 
4 
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6 
 
7 
 
8 
 
9 
 
10 
  
2.Looking you in the eye 0 1 2 3 4 5 6 7 8 9 10   
3.Giving you information 
about your patient’s 
illness and treatment 
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4.Providing you 
consistent information 
about your patient’s 
illness and treatment 
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5.Allowing enough time 
for communication about 
your patient’s illness and 
treatment 
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6.Including you in 
decisions about your 
patient’s illness and 
treatment 
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 Poor 
 
0 
    Very  
Good 
5 
    Absolutely 
Perfect 
10 
Nurse 
didn’t 
do this 
I  
do not 
know 
7.Answering all your 
questions about your 
patient’s illness and 
treatment 
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8.Listening to what you 
have to say 
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9.Caring about you as a 
person 
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10.Giving you his or her 
full attention 
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11.Asking about the 
kinds of treatments you 
patient would want if he 
or she could speak for 
himself or herself 
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12.Talking with you 
about your feeling that 
your patient might get 
sicker 
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13.Talking with you 
about when or how your 
patient might get sicker 
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14.Talking with you 
about how long your 
patient might have to live 
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15.Talking with you 
about what your patient 
dying might be alike 
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16.Asking about the 
things in life that are 
important to your patient 
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17.Respecting the things 
in life that are important 
to your patient 
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18.Asking about your 
spiritual or religious 
beliefs 
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19.Respecting your 
spiritual or religious 
beliefs 
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20.Helping you decide 
about the kinds of 
treatments your patient 
would want 
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21.Overall, how would 
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with patient’s nurse 
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APPENDIX 3.3: The QOC QUESTIONNAIRE FOR FAMILY-ICU PHYSICIAN 
COMMUNICATION  
 (KOREAN VERSION) 
 
보호자-의사 간의 의사소통 
 
다음은 귀하가 중환자실에 입원중인 환자의 질병, 예후 및 치료와 관련하여 담당의사와 대화를 할 때, 
의사가 얼마나 잘 설명해주었는지에 대하여 평가하는 질문들입니다. 본 연구자는 많은 환자와 
보호자들이 의사에 대해 높은 존경심을 가지고 있는 것을 잘 알고 있습니다. 의사와 환자의 가족들 
사이에 이루어지는 의사소통을 개선하는데 도움이 될 수 있도록, 다음 질문들에 대해 신중하게 답해 
주시기 바랍니다.  
 
각각의 질문을 읽고, 담당의사를 어떻게 평가하는지에 대해 0 점 (매우 만족하지 않음) 에서 10 점 (매우 
만족함) 사이의 점수 중 해당하는 곳의 숫자 위에 표시해주십시오. 5 점은 “보통”을 의미합니다. 만약 
담당의사가 각각의 질문에 해당하는 설명이나 행동을 하지 않아서 평가하기가 어렵다면, “실행하지 
않았음” 또는 “모르겠음” 에 표시해주십시오.  몇몇 질문들은 귀하께서 이미 답하신 질문들과 비슷하게 
느껴질 수 있습니다. 이는 보다 정확한 정보를 얻기 위하여 조금씩 다른 방식으로 질문을 드리는 
것이오니 모든 질문들에 대해 답해 주십시오.  
 
만약 환자를 담당하는 의사가 여러 명이 있다면, 환자의 치료와 관련하여 주로 대화를 나누는 한 명의 
의사에 대해 생각해 주십시오. 그리고 귀하의 의견과 가장 일치하는 곳에 “V” 표시해 주십시오.  
 
환자의 치료와 관련된 
설명을 할 때, 의사는… 
매우 
만족 하지 
않음 
보통 매우 
만족함 
실행하지 
않았음 
모르
겠음 
0  5  10 
1. 1. 내가 이해하기 쉬운 
단어를 사용하였다. 
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2. 2. 내 눈을 바라보며 
대화하였다. 
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3. 3. 환자의 질병, 예후 및 
치료 방법 등에 대한 
정보를 알려주었다. 
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4. 환자의 질병, 예후 및 
치료 방법 등에 대하여 
일관되게 설명해주었다. 
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환자의 치료와 관련된 
설명을 할 때, 의사는… 
매우 
만족 하지  
않음 
보통 매우  
만족함 
실행하지 
않았음 
모르
겠음 
0  5  10 
5. 환자의 질병, 예후 및 
치료 방법 등에 대해 
대화할 수 있는 충분한 
시간을 허락해 주었다. 
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4. 6.  환자의 치료방법 
결정 시에 나의 의견을 
반영하였다. 
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5. 7. 환자의 질병, 예후 및 
치료 방법 등에 대한 
나의 질문에 모두 
답해주었다.  
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6. 8. 내가 하고자 하는 
말을 잘 들어주었다. 
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9. 나를 인간적으로 
대해주었다. 
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APPENDIX 3.4: THE QOC QUESTIONNAIRE FOR FAMILY-ICU NURSE 
COMMUNICATION  
 (KOREAN VERSION) 
 
보호자-간호사 간의 의사소통 
 
다음은 귀하가 중환자실에 입원중인 환자의 질병, 예후 및 치료와 관련하여 담당간호사와 대화를 할 때, 
간호사가 얼마나 잘 설명해주었는지에 대하여 평가하는 질문들입니다. 먼저 환자의 치료와 관련하여 
가장 많은 대화를 나눈 한 명의 담당간호사에 대해 생각해 주십시오. 그리고 그 한 명의 간호사를 
떠올리며 다음 질문들에 답해 주십시오.  
0 점은 “매우 만족하지 않음” 이고 10 점은 “매우 만족함”을 의미합니다. 0 점부터 10 점까지의 점수 중, 
귀하의 의견과 가장 일치하는 곳에 “V” 표시해 주십시오.  
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14. 환자가 얼마나 더 살 
수 있는지에 대해 
대화하였다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
15. 환자의 임종과정에 
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CHAPTER 4: THE RELATIONSHIP OF PERCEIVED QUALITY OF 
COMMUNICATION WITH ICU PHYSICIANS AND NURSES TO SYMPTOMS OF 
ANXIETY, DEPRESSION, AND STRESS AMONG FAMILY MEMBERS OF 
CHRONICALLY CRIITCALLY ILL PATIENTS IN KOREA 
 
Overview 
 
 Purpose: Family members’ perceptions of communication with intensive care unit (ICU) 
physicians and nurses have been shown to be associated with family members’ psychological 
symptoms, but this relationship has not been studied in Korea. This study was to examine the 
relationship between CCI patient family members’ perceived quality of communication with 
ICU physicians and nurses and their symptoms of anxiety, depression, and stress within the 
context of Korea.   
 Method: A cross-sectional, descriptive, correlational design was used. The sample 
included 71 participants, who were family members of chronically critically ill patients recruited 
from ten ICUs at three university-affiliated medical centers in Korea. Participants completed the 
Korean versions of the Quality of Communication (QOC) questionnaire, the Hospital Anxiety 
and Depression Scale (HADS), and the Impact of Event Scale-Revised (IES-R) after the family 
member’s ICU visit. Correlation, bivariate regression, and multiple regression analyses were 
conducted.  
  Results: The mean (SD) QOC score on communication with ICU physicians was 50.3 
(15.2), and the mean QOC score on communication with ICU nurses was 42.9 (14.2). While the 
QOC scores for the quality of communication with ICU nurses was negatively associated with 
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participants’ HADS-depression subscale scores (β=−0.01, p=.03), the QOC scores for the quality 
of communication with ICU physicians was not associated with scores of HADS or IES-R.   
 Conclusion: The findings suggest that communication between family members and ICU 
nurses may be more influential than that with ICU physicians in psychological symptoms of ICU 
family members in Korea. However, further research is warranted to confirm this relationship.  
 Key words: Communication; Intensive Care Unit; Professional-Family Relations 
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Introduction 
 With advances in intensive care, the chronically critically ill population is growing 
(Nelson, Cox, Hope, & Carson, 2010). Although there is no universal definition, the term chronic 
critical illness (CCI) has been used for patients who experience prolonged dependence on 
mechanical ventilation (Girard & Raffin, 1985; Nelson et al., 2010). In Korea, patients with CCI 
(defined by dependence on mechanical ventilation for more than 21 days) account for 5-6% of 
all patients in the intensive care unit (ICU) (Kim et al., 2012; Lee, Hong, Lim, & Koh, 2008). 
Although CCI patients make up a small proportion of ICU population in Korea, studies reported 
mortality rates of CCI patients in the ICU were 43% to 46% (Han, Moon, Lee, Cho, & Na, 2008; 
Kim et al., 2012; Lee et al., 2008), and more than 45% of patients were transferred to other 
hospitals due to physical dysfunction and/or cognitive impairment after ICU discharge (Kim et 
al., 2012). In addition, the cost per day for patients in the ICU was roughly twice as high as those 
who did not stay in the ICU (₩330,000 vs ₩195,800; approximately $300 vs $178) (National 
Evidence-based Healthcare Collaborating Agency, 2009). These CCI patients’ poor clinical 
outcomes and high cost for care potentially impact family members’ psychological outcomes. 
There is growing recognition that family members of CCI patients are at risk for symptoms of 
anxiety, depression, and stress (Douglas & Daly, 2003; Douglas, Daly, Kelley, O’Toole, & 
Montenegro, 2005; Hickman & Douglas, 2010; Im, Belle, Schulz, Mendelsohn, & Chelluri, 
2004). If sustained, these psychological distress symptoms adversely affect family members’ 
mental health, physical functioning, and social functioning, all of which are associated with 
reduced quality of life in family members (Azoulay et al., 2005; Rapaport, Clary, Fayyad, & 
Endicott, 2005).  
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  Factors potentially associated with family members of ICU patients’ symptoms of 
anxiety, depression, and stress have been previously investigated (Azoulay et al., 2005; Chui & 
Chan, 2007; Gries et al., 2010; Pochard et al., 2001; Pochard et al., 2005). Patient-related factors 
included age, history of chronic disease, and length of stay in the ICU. The association between 
patients’ ages and family members’ symptoms of anxiety, depression, and stress were shown to 
vary. Some researchers reported that younger ages in patients were positively associated with 
family members’ symptoms of anxiety, depression, and stress (Cuthbertson, Hull, Strachan, & 
Scott, 2004; Pochard et al., 2001; Pochard et al., 2005), while others reported that age was not 
associated with symptoms of stress (Azoulay et al., 2005). Family members of patients with a 
history of chronic disease were less likely to suffer from symptoms of anxiety than those of 
patients without chronic disease (Pochard et al., 2001). Patients’ longer stays in the ICU were 
associated with family members’ symptom severity of stress, but exactly how long a stay needed 
to be in order to influence family members’ symptom severity of stress was unclear (Chui & 
Chan, 2007).   
 Comparatively, family member-related factors included gender, level of education, 
relations with the patient, and history of mental disorder (Chui & Chan, 2007; Delva, Vanoost, 
Bijttebier, Lauwers, & Wilmer, 2002; Gries et al., 2010; Pochard et al., 2001; Pochard et al., 
2005). Studies showed that certain factors, such as being female or the spouse of the patient 
raised the risk for symptoms of anxiety, depression, and stress in family members (Delva et al., 
2002; Gries et al., 2010; Pochard et al., 2001; Pochard et al., 2005). Likewise, those with lower 
education levels, a history of taking prescription medications for emotion or moods, or those 
receiving psychiatric support or counseling were at greater risk for symptoms of depression and 
stress than their counterparts (Chui & Chan, 2007; Gries et al., 2010). Although researchers 
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found that lower education levels were associated with symptoms of depression and stress, how 
each educational level influenced symptom severity remain unclear, as the number of categories 
of education varied across studies from three (primary school or below, secondary school, 
college graduated or above) to six (eight grade or below, some high school, high school diploma, 
some college, 4-year college degree, post-college training) (Chui & Chan, 2007; Gries et al., 
2010).   
 In addition, researchers have suggested that ICU-related factors and communication 
between family members and ICU physicians and nurses are also associated with symptoms of 
anxiety, depression, and stress of family members (Azoulay et al., 2005; Pochard et al., 2001). In 
a survey study that investigated family members’ symptoms of anxiety and depression in the 
ICU (Pochard et al., 2001), symptoms of anxiety were positively associated with a lack of 
regular physician-nurse meetings to discuss the needs of patients and family members in general, 
the absence of a private room for family-ICU physician or family-ICU nurse communication, 
and the absence of a waiting room for family members. Family members who felt that 
unacceptable amounts of time passed before they received information from ICU physicians and 
nurses, and those who reported that the information they received was incomplete, inconsistent, 
or difficult to understand, were at risk for symptoms of depression (Azoulay et al., 2005; Pochard 
et al., 2001). Additionally, in a randomized controlled trial (Lautrette et al., 2007), providing 
family members with a conference in which they had more time to talk with ICU physician and 
nurses about their wishes, emotions, and questions was effective in reducing symptoms of 
anxiety, depression, and stress in family members. These findings suggest that family-ICU 
physicians communication or family-ICU nurses communication potentially influence family 
members’ symptoms of anxiety, depression, and stress.  
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 Communication between family members and ICU physicians or ICU nurses typically 
occurs within the context of patient treatment decision-making (Boyle, Miller, & Forbes-
Thompson, 2005; Norton, Tilden, Tolle, Nelson, & Eggman, 2003). For CCI patients’ treatment 
plans, ICU physicians and nurses depend primarily on family members to make treatment 
decisions on behalf of patients (Cox et al., 2009; Nelson, Kinjo, Meier, Ahmad, & Morrison, 
2005; Nelson et al., 2007). This is because CCI patients are typically unable to make decisions 
for themselves due to the severity of their illness or communication difficulties due to treatment, 
such as tracheostomy (Nelson et al., 2006; Nierman, 2002; Nieszkowska et al., 2005; Orringer, 
1999). When family members make decisions for a patient’s treatment, they depend on ICU 
physicians and nurses to help them understand the patient’s prognosis and treatment options, 
including any alternative approaches to care (Adams, Bailey, Anderson, & Docherty, 2011; 
Cherlin et al., 2005; Nelson et al., 2005; Nelson et al., 2007). Thus, effective communication 
between family members of CCI patients and ICU care providers is critical. However, there has 
been only one study exploring family members’ perceptions about the quality of communication 
with ICU physicians and nurses in Korea (Yang, 2008) and the relationship of these perceptions 
to family members’ symptoms of anxiety, depression, and stress is unknown. Therefore, the 
purposes of the study were to describe family members’ perceived the quality of communication 
with ICU physicians and nurses and to examine the relationships between CCI patient family 
members’ perceived quality of communication with ICU physicians and nurses and their 
symptoms of anxiety, depression, and stress within the context of Korea.  
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Methods 
Study design 
 A cross-sectional, descriptive, correlational design was used. The study procedure was 
approved by the Institutional Review Board at the University of North Carolina at Chapel Hill in 
the United States and by the three medical centers in Korea where the study was conducted.  
Setting and sample 
 From December 2015 to April 2016, participants were recruited from ten ICUs at three 
medical centers affiliated with Catholic University in Korea: three surgical ICUs (SICU), three 
medical ICUs (MICU), three neuroscience ICUs (NSICU), and one cardiac ICU (CICU) at the 
Seoul Saint Hospital, Yeouido Saint Hospital, and Saint Vincent Hospital. In order to identify 
family members of CCI patients, the following inclusion criteria were used for patients: (1) 19 
years of age or older, and (2) being chronically critically ill (i.e., having failed weaning or not 
being considered for weaning within 3 days of initiation of mechanical ventilation (Douglas  et 
al., 2005). Family members were eligible for this study if they were (1) 19 years old or older, (2) 
self-identified as a primary care giver (defined as the family member most likely to provide pre-
admission or post-discharge care giving (Douglas & Daly, 2003; Douglas et al., 2005; Im et al., 
2004) or family decision maker (defined as the family member who most involved in patient’s 
treatment decisions (Cox et al., 2009), and (3) “spoke-persons” of the family communicating 
with ICU physicians and/or nurses about patient’s illness or treatment. Up to two family 
members for the patient could participate if the primary care giver and decision maker differed.  
 A total of 170 family members were approached for consent. Of these, 72 (42.4%) 
completed the survey and 98 (57.7%) refused to participate in the study. The reason for refusal 
included feeling overwhelmed and reluctant to take on the additional burden (57.1%, 56 of 98). 
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Among 72 family members who completed the survey, 9 were study samples of pre-test and 63 
were those of internal consistency evaluation stage in measurement study (chapter three). Since 
no changes were made after the pre-test in measurement study and participants met inclusion 
criteria of this study, it was decided to use 72 family members of measurement study. A sample 
size of 72 is sufficient to detect a medium effect size of R2=.15 with a statistical power of .80 
at .05 alpha level with two independent variables, family members’ perception about the quality 
of communication with ICU physicians and nurses (nQuery Advisor 7.0, Statistical Solutions, 
Inc., Saugus, MA).  
Measures  
Family member’s perceived quality of communication with ICU physicians and nurses 
 Family members’ perceived quality of communication with ICU physicians and nurses 
each was measured using the Korean version of the Quality of Communication (QOC) 
questionnaires. The original QOC questionnaire contains 19 items on an 11-point Likert scale 
(from 0= poor to 10=absolutely perfect). Additionally, two response options are offered: 
“physician or nurse didn’t do this” and “I don’t know” (Engelberg, Downey, & Curtis, 2006). 
Total scores range from 0 to 100, with higher scores indicating better quality of communication 
(Curtis, Engelberg, Nielsen, Au, & Patrick, 2004). The QOC questionnaire has shown an 
acceptable internal consistency (Cronbach’s alpha coefficient for the general communication 
subscale was .91 and .79 for end-of-life care communication subscale) and its construct validity 
was supported through correlations (p ≤.01) with the following measures: the extent to which the 
clinician know the patient’s treatment preferences; the number of discussions with the clinician 
about end-of-life care; a single-item rating of overall quality of communication; and a single-
item rating of overall quality of care (Engelberg et al., 2006).  
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 Since there existed no Korean version of this questionnaire, the original QOC 
questionnaire was translated from English into Korean on the bases of guidelines recommended 
by Guillemin et al. and Beaton et al. (Beaton, Bombardier, Guillemin, & Ferraz, 2000; 
Guillemin, Bombardier, & Beaton, 1993) (Appendix 4.1 and 4.2). We added two items assessing 
family members’ perceptions of quality of information consistency and amount of time provided 
for receiving information from ICU physicians and nurses (item 4 and item 5) to the Korean 
version of the QOC questionnaire. This decision was made because literature has shown that 
receiving consistent information from ICU physicians and nurses and having adequate 
opportunities to communicate with them were identified as top priorities of family members 
(Azoulay et al., 2001; Hickey, 1990; Nelson et al., 2005; Nelson et al., 2007; Yang, 2008). Thus, 
the 21-item Korean version of the QOC questionnaire was used for this study.  
 Since two new items were added to the original QOC questionnaires, the impact of the 
added items on the QOC scale was also evaluated. Both of these items were significantly 
correlated with the QOC scale summary score based on the original items of the QOC scale 
(Table 4.1). Items 4 and 5 were significantly correlated with the QOC scale summary score on 
communication with ICU physicians (r =.57, p < .01 and r =.56, p < .01 respectively). Items 4 
and 5 were also significantly correlated with the QOC scale summary score on communication 
with ICU nurses (r =.53, p < .01 and r =.57, p < .01 respectively). The Cronbach’s alpha 
coefficients of the Korean version of the QOC scale including new items used in this study 
showed satisfactory Cronbach’s alpha coefficients (α =.88 for QOC scale on communication 
with ICU physicians and α =.87 for QOC scale on communication with ICU nurses). These α 
values of the QOC scale were slightly higher than those without the new items (α =.86 for QOC 
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scale on communication with ICU physicians and α =.85 for QOC scale on communication with 
ICU nurses) (Table 4.2).  
Symptoms of anxiety and depression  
 Symptoms of anxiety and depression were measured using the Korean version of the 
Hospital Anxiety and Depression Scale (HADS) (Appendix 4.3). The HADS (Zigmond & 
Snaith, 1983) has been widely used to assess anxiety and depressive symptoms in family 
members of patients in the ICU (Anderson, Arnold, & Angus, 2008; Azoulay et al., 2005; 
Lautrette et al., 2007; McAdam, Fontaine, White, Dracup, & Puntillo, 2012; Pochard et al., 2001; 
Pochard et al., 2005). This scale has been used to identify individuals in need of further 
psychiatric evaluation and assistance but is not intended to be used to diagnosis psychiatric 
disorder. The HADS is a 14-item self-report rating scale with anxiety and depressive symptom 
subscales (HADS-A and HADS-D). Each subscale consists of seven items that are scored using a 
4-point Likert scale of 0 (not at all) to 3 (very often indeed). Total scores range from 0 to 21; 
scores between 0-7 are considered normal, 8-10 are considered borderline abnormal (mild), and 
11-21 are considered abnormal (11-14=moderate, 15-21=severe).  
 Internal consistency and validity of the HADS were investigated among anxious and 
depressed patients compared to the normal population in Korea (Oh, Min, & Park, 1999). 
Reported Cronbach’s alpha coefficient for the anxiety symptom subscale was .89 and .86 for the 
depressive symptom subscale. Construct validity was supported through correlations with 
conceptually related measures. The construct validity of the anxiety symptom subscale with Self-
Rating Anxiety Scale (SAS) (Zung, 1971) was supported by a correlation of r =.79, and of the 
depressive symptom subscale with the Beck Depression Inventory (BDI) (Beck, 1967) by a 
correlation of was r =.80 (Oh et al., 1999). In Korea, a total score of 8 was suggested as cutoff 
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score for the anxiety symptom subscale, providing a sensitivity of 78.8% and specificity of 
82.5% for predicting anxiety symptom positive group and for the depressive symptom subscale, 
a total score of 8 was suggested as cutoff score, providing a sensitivity of 89.2% and 82.5% for 
predicting depressive symptom positive group compare to normal group (Oh et al., 1999). The 
Cronbach’s alpha coefficient of the Korean version of the HADS with family members of CCI 
patients used in this study was .91 for HADS-anxiety subscale and .82 for HADS-depression 
subscale (Table 4.2).  
Symptoms of stress 
 The symptoms of stress were measured using the Korean version of the Impact of Event 
Scale-Revised (IES-R) (Appendix 4.4). The IES-R (Horowitz, Wilner, & Alvarez, 1979; Weiss 
& Marmar, 1997) consists of three subscales: intrusion (8 items), avoidance (8 items), and 
hyperarousal (6 items). The intrusion subscore reflects how insistently thoughts and impressions 
related to a traumatic event reappear; the avoidance subscore assesses behaviors aimed at 
avoiding people, places, or activities that act as reminders of the event;, and hyperarousal items 
target sleep, irritability, concentration, hypervigilance, startle response, and physiological arousal 
(Creamer, Bell, & Failla, 2003). These items evaluate the symptom severity on a 5-point scale 
rated from 0 (not at all) to 4 (extremely) for the preceding 7 days, thus the total score can range 
from 0 to 88 (Weiss & Marmar, 1997).  
 Internal consistency and test-retest reliability in 2 weeks of the Korean version of the 
IES-R were .93 and .91, respectively (Lim et al., 2009). Construct validity was supported by a 
relatively high degree of correlation between the IES-R and Clinician-Administered post-
traumatic stress disorder (PTSD) Scale (r=.92, p <.001), but other instruments measuring anxiety 
symptoms, the State Trait Anxiety Inventory-state anxiety subscale (STAI-S;  r=.30, p <.001) 
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and the State Trait Anxiety Inventory-trait anxiety subscale (STAI-T; r=.67, p <.001) were less 
correlated with the IES-R (Lim et al., 2009). Although the IES-R is not intended to make 
categorical diagnoses, a total score of 22 is suggested as the cutoff score for predicting post-
traumatic stress symptom positive groups compared to normal groups in Korea (Lim et al., 
2009). The Cronbach’s alpha coefficient of the Korean version of the IES-R with family 
members of CCI patients used in this study was .93 (Table 4.2).  
Characteristics of patients, family members, and ICUs 
 Patient age, gender, marital status, admitting diagnosis, length of ICU and hospital stay, 
and period of mechanical ventilator dependence were abstracted from the electronic medical 
records. The family member socio-demographic form included age, gender, relationship to 
patient, education level, religion, and annual household income (Appendix 4.5). Additionally the 
form included two questions to assess family members’ experiences with ICU visits and death: 
(1) “Have you had previous ICU experience as a patient or a family member of a patient?” (Yes 
or No) and (2) “Have you lost any family members or friends who you were close to?” (Yes or 
No). Two questions to assess mental health history such as anxiety and depression, were added: 
(1) “Have you taken any prescription medication for emotions or moods?” (Yes or No) and (2) 
“Have you seen an outpatient psychiatrist or counselor for your emotions or moods?” (Yes or 
No).  
 The information about ICU characteristics was obtained from the head nurse of each 
ICU: total number of beds, number of on-duty physicians, total number of ICU nurses, patient-
nurse ratio, whether or not there is a waiting room for ICU family members and/or a private 
room for family-ICU care provider communication, and total visiting hours allowed per day. In 
addition, the following information was collected from the head nurse of each ICU: frequency of 
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regular physician-nurse meetings to discuss family members’ needs in general, provision of an 
information leaflet for family members, and written protocol for ICU care providers to 
communicate or interact effectively with family members.  
Data collection procedure  
 ICU head nurses, charge nurses, and/or bedside nurses identified eligible patients and 
approached their family members during their ICU visits to assess their willingness to meet the 
investigator. The investigator assessed the family members’ eligibility, obtained written consent, 
and provided a packet of survey questionnaires. The packet included a socio-demographic forms, 
history of mental disorder, and experience with ICU visits and death, along with questionnaires 
including Quality of Communication (QOC), Hospital Anxiety and Depression Scale (HADS), 
and Impact of Event Scale revised (IES-R). Family members completed the questionnaires in a 
private room of the ICU, and returned them directly to the investigator.  
Data analysis 
  All data were analyzed using SAS version 9.3 for Windows (SAS Institute Inc., Cary, 
NC). The total number of family members included in the analysis was 71 as there were two 
participating family members for only one patient. Having only one family with two 
participating family members makes estimation of intra-familial correlation problematic, so data 
for only the primary caregiver of this family was included in the analysis. Descriptive statistics 
were computed to summarize the sample characteristics and survey scores. The missing data 
(only 1% of the sample) were left as they were. Each item of QOC questionnaire was measured 
on an eleven-point Likert-type scale from 0 (“poor”) to 10 (“absolutely perfect”). Additionally, 
two response options were offered: “physician or nurse didn’t do this” and “I don’t know”. The 
answer “physician or nurse didn’t do this” was replaced by a score of 0. The substitution of a 0 
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for “physician or nurse didn’t do this” was based on the assumption that the failure to complete 
an item warranted a low score because all of the items were identified as important aspects of 
communication with physicians and nurses (Engelberg et al., 2006). A respondent answer of “I 
don’t know” was replaced with the median domain score of the valid items for that respondent. It 
was assumed that the selection of “I don’t know” implied that the item was performed but could 
not be rated by the respondent. Correlation and bivariate regression analyses were conducted to 
examine the relationship between family members’ perceived quality of communication with 
ICU physicians and nurses and symptoms of anxiety, depression, and stress (using the total 
scale). Residual analyses were conducted to assess model assumptions. When the studentized 
residual plots were skewed, outcome transformation was considered a resolution to this problem. 
Estimated means of transformed variables were reverse transformed to generate estimated means 
in the original scale (e.g., when the outcome is transformed by taking the square root, its mean is 
reverse transformed by squaring it). Pearson correlation coefficients were calculated so that the 
magnitude and direction of linear relationships between variables could be examined.  
 Exploratory analysis. In addition to the primary data analysis, analyses were conducted 
to assess whether there are potential factors (patient, family member, and ICU characteristics) 
which may be associated with family members’ symptoms of anxiety, depression, and stress. The 
potential factors were selected because literature has shown that they were associated with 
family members’ symptoms of anxiety, depression, and stress (Azoulay et al., 2005; Chui & 
Chan, 2007; Gries et al., 2010; Pochard et al., 2001; Pochard et al., 2005). Because this study 
was not powered to formally test associations between each independent variable (patient, family 
member, and ICU characteristics) and each dependent variable (family members’ symptoms of 
anxiety, depression, and stress), our analytic approach was exploratory. Among independent 
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variables, patient characteristics included age, gender, marital status, primary ICU admission 
diagnosis, hospital length of stay, ICU length of stay, and days of mechanical ventilation use. 
Family member characteristics included age, gender, relationship to patient, education level, 
religion, annual household income, previous ICU experience, experience with death of family 
members of friend, experience of medication for mental illness, and experience of seeing 
psychiatrist or counselor for mental illness. ICU characteristics included total number of beds, 
number of on-duty physicians, total number of nurses, number of patients per nurse, total visiting 
hours per day, whether or not there is a waiting room for family members and a private room for 
family-nurse of family-physician communication, regular physician-nurse meeting to discuss 
family members’ needs in general, provision of an information booklet for family member, and 
written protocol for interacting with family members.  
 To identify potential factors associated with family members’ symptoms of anxiety, 
depression, and stress, bivariate and multiple regression analyses were conducted. First, bivariate 
regression was calculated to examine the relationship between each independent variable 
(patient, family member, ICU characteristics) and each dependent variable (family members’ 
symptoms of anxiety, depression, and stress). Dependent variables were continuous as the aim of 
study was to examine associations with the symptoms rather than identify a screening tool cutoff 
score. Independent variables were assessed as either dichotomous, continuous, or categorical. 
Among these, the dichotomous and categorical variables were coded as one or more dummy 
variables with values of 1 and 0. Next, the significant independent variables found from bivariate 
regression analyses were entered altogether into simultaneous multiple regression model.  
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Results 
Sample characteristics 
 Characteristics of patients. The mean age of patients was 63.8 years ranging from 22 to 
90 years (Table 4.3). Among these patients, the number of males and females was almost equal: 
35 were male and 36 were female. About 89% of patients were currently married (64.8%) or 
widowed (23.9%) whereas only 11% of patients were never married (9.9%) or divorced (1.4%). 
The most common primary diagnoses leading to patients’ ICU admission were respiratory 
disease (31.0%), neurologic disease (18.3%), neoplastic disease (15.5%), cardiovascular disease 
(11.3%), and renal disease (5.6 %). The mean of patient’s length of stay in the hospital and ICU 
was 20.9 and 15.0 days respectively. The mean of days that patients used mechanical ventilation 
was 13.4 days ranging from 4 to 63 days.  
 Characteristics of family members. Table 4.4 presents the characteristics of the family 
members. The mean age of participating family members was 49.6 years with a range from 23 to 
82 years. Among family members, 35.2% were male and 64.8% were female. The majority were 
either an adult child or the spouse of patient: 50.7% were an adult child and 32.4% were the 
spouse. The remaining 16.9% were a parent, daughter-in-law, or sibling of the patient. About 
90% of family members had completed formal education at a high school level or greater. Over 
60% of family members reported a religious preference; about 26.8% preferred Catholicism, 
followed by Protestantism (19.7%), and Buddhism (15.5%). Over 70% of family members rated 
their current family income as middle (48.6%) or middle-high (27.1). Almost half of the family 
members had previous ICU experience as a patient or caregiver to a patient (49.3%). A majority 
(56.3%) reported having lost a family member or friend with whom they were close. A majority 
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of family members had never taken prescription medications (90.1%) and/or seen an outpatient 
psychiatrist or counselor (88.7%) for treatment of emotions or moods. 
 Characteristics of ICUs. Family members were recruited from ten ICUs including three 
MICUs, three NSICUs, three SICUs, and one CICU. The median number of beds per unit was 
16.0 ranging from 8 to 22 (Table 4.5). The median number of on-duty physicians was 1.0 
ranging from 0 to 2. The median total number of nurses was 27.0 and the median number of 
patients per nurse was 3.0. Among ten ICUs, all had a private room for family-ICU physician or 
family-ICU nurse communication but none had a waiting room for family members of ICU 
patients. In all of the ICUs, family members were provided with an information booklet on 
patients’ illness and treatment option, but physicians and nurses did not meet regularly to discuss 
family members’ needs in general. Half of the ICUs had written protocol for ICU care providers 
to communicate or interact effectively with family members.   
Family members’ perceived quality of communication with ICU physicians  
 The mean score for each item of the QOC questionnaire ranged from 0.6 to 8.5 and the 
mean score for item 21, rating overall quality of communication with ICU physicians, was 7.7 
ranging from 0 to 10 (Table 4.6). The mean summary score of QOC questionnaire was 50.3 
ranging from 2.5 to 94.5. For nine items (11, 12, 14, 15, 16, 17, 18, 19, and 20), more than 35% 
of family members reported that ICU physicians did not perform these items (38.0% to 88.7%) 
(Table 4.7).  
Family member’s perceived quality of communication with ICU nurses  
 The mean score for each item of the QOC questionnaire ranged from 0.3 to 8.3 and the 
mean score for item 21, rating overall quality of communication with nurses, was 7.9 ranging 
from 2.0 to 10.0 (Table 4.8). The mean summary score of QOC questionnaire was 42.9 ranging 
111 
 
from 5.0 to 96.5. For eleven items (6, 11, 12, 13, 14, 15, 16, 17, 18, 19, and 20), more than 40% 
of family members reported that ICU nurses did not perform these items (45.1% to 93.0%) 
(Table 4.9).  
Family members’ symptoms of anxiety, depression, and stress  
 The mean score of the HADS-A and HADS-D was 10.1 and 11.3 respectively, and the 
mean score of the IES-R was 31.5 (Table 4.10). Among 71 family members, about 65% were 
identified as at risk for having anxiety symptoms; about 31% were borderline abnormal and 34% 
were abnormal. More family members (76.1%) were at risk for having depressive symptoms; 
about 21% were borderline abnormal and 55% were abnormal. For symptoms of stress, over 
65% of family members were at risk for having stress symptoms.  
Family members’ perceived quality of communication with ICU physicians and nurses and 
its relationship to symptom of anxiety, depression, and stress  
 To report the relationship between family members’ perceive quality of communication 
with ICU physicians and nurses and symptoms of anxiety, depression, and stress, estimated mean 
scores of the HADS-A, HADS-D, and IES-R were reported as reverse transformed means of the 
square root transform (Table 4.11). Transformation was needed due to skewed results in residual 
plots and the square root transformation resolved skewness issues. The QOC summary score on 
quality of communication with ICU nurses was significantly correlated with the square root 
transformed HADS-D score (r = −.26, p = .03), but not significantly correlated with square root 
transformed scores for the HADS-A and the IES-R (Table 4.12). The QOC summary score on 
quality of communication with ICU physicians was not significantly correlated with square root 
transformed scores for the HADS-A, the HADS-D, and the IES-S. In bivariate regression 
analyses, the QOC summary score on quality of communication with ICU nurses was negatively 
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associated with the square root transformed HADS-D score (Table 4.13). The square root 
transformed HADS-D score decreased as the QOC summary score on quality of communication 
with ICU nurses increased.   
Potential factors associated with family members’ symptom of anxiety, depression, and 
stress 
 Symptom of anxiety. In bivariate analyses, family members’ religion and  experiences 
with prescription medication for emotions or moods were associated with a higher square root 
transformed HADS-A score at p < .05 (Table 4.14, 4.15, and 4.16). But these two variables were 
not significantly associated with symptoms of anxiety in multiple regression analyses (Table 
4.23). The full anxiety model with family members’ religion and experiences with prescription 
medication for emotions or moods as the independent variables and symptoms of anxiety as the 
dependent variable accounted for 15% of the variance in family members’ symptoms of stress.    
 Symptom of depression. In bivariate analyses, patients’ primary ICU admission 
diagnoses and ICU variables including type of ICU, total number of beds, and total number of 
nurses, were associated with a higher square root transformed HADS-D score at p < .05 (Table 
4.17, 4.18, and 4.19). But none of these variables were significantly associated with family 
members’ symptoms of depression in multiple regression analyses (Table 4.24). The full 
depression model with patients’ primary ICU admission diagnoses, type of ICU, total number of 
ICU beds, total number of ICU nurses as the independent variables and symptoms of depression 
as the dependent variable accounted for 18% of the variance in family members’ symptoms of 
stress.    
 Symptom of stress. In bivariate analyses, patients’ marital status and primary ICU 
admitting diagnoses and family members’ gender, relationship to patient, religion, experience of 
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prescription medication and seeing an outpatient psychiatrist or counselor were associated with a 
higher square root transformed IES-R score at p < .05  (Table 4.20, 4.21, and 4.22). Among 
them, patient’s marital status and family members’ gender and experiences of medication 
variables were significantly associated with family members’ symptoms of stress in multiple 
regression analyses (Table 4.25). Family members of widowed patients reported a square root 
transformed IES-R mean score that was 1.3 points lower than that of family members of patients 
who were never married, divorced, and married (p =.02). Female family members reported a 
square root transformed IES-R mean score that was 1.2 points higher than that of male family 
members (p < .01). Family members who had taken medication for their emotions or moods 
showed a square root transformed IES-R mean score that was 3.8 points higher than that of 
family members who had not taken medication (p =.03). The full stress model with patients’ 
marital status and primary ICU admitting diagnoses and family members’ gender, relationship to 
patient, religion, experience of prescription medication and seeing an outpatient psychiatrist or 
counselor as the independent variables and symptoms of stress as dependent variable accounted 
for 56% of the variance in family members’ symptoms of stress.    
Discussion 
 The purpose of this study was to examine whether symptoms of anxiety, depression, and 
stress in family members of CCI patients are associated with their perceived quality of 
communication with ICU physicians or ICU nurses in Korea. Family members’ ratings were 
fairly high for quality of general communication with ICU physicians and nurses (i.e., mean 
score for each item assessing general communication quality greater than 6.3 and 4.2, 
respectively). These findings are inconsistent with those of a Korean qualitative study (Yang, 
2008), wherein family members of ICU patients reported dissatisfaction with the vague and 
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indirect explanations they received from ICU physicians and nurses, and by the limited 
opportunities they had to communicate to with these care providers. This difference may be due 
to the use of self-report questionnaires in this study, which may have raised family members’ 
ratings. In previous self-report surveys in which respondents have been asked to rate the quality 
of care or quality of communication with care providers, positively skewed data was common 
(Curtis, Patrick, Caldwell, Greenlee, & Collier, 1999; Engelberg et al., 2010; Rhodes, Mitchell, 
Miller, Connor, & Teno, 2008). Also, inconsistency with previous Korean study may be due to 
the fact that there was considerable difference in the way family members rated the types of 
communication (such as communication in general or communication about end-of-life care) 
with ICU physicians and nurses. In addition, a possible explanation for the high rating may be 
linked to difficulties that family members may have had in providing accurate ratings. Although 
family members were informed that their ratings would be treated anonymously, some of them 
expressed concern that their ratings would potentially impact patients’ treatment or care in the 
ICU. Family members might experience discomfort about rating ICU physicians and nurses 
while patients were receiving treatment in the ICU, which might result in high rating for 
communication with ICU physicians and nurses and potentially effected on associations.  
 Unlike high ratings for general communication, more than a third (38%) of participating 
family members reported that ICU physicians and nurses did not perform with respect to survey 
items that assessed quality of communication about end-of-life care (i.e., talking about how long 
patient might have to live or what patient dying might be alike). These findings may be a 
reflection of Korean culture, in which communication about patients’ poor prognoses is usually 
discouraged because of its proximity to death or dying (Kwak & Salmon, 2007). In this cultural 
context, ICU physicians and nurses may have discomfort with, or avoidance of, communication 
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about expectations of patient survival and end-of-life treatment, especially in the face of 
prognostic uncertainty (Jo, 2010; White, Engelberg, Wenrich, Lo, & Curtis, 2007). Furthermore, 
a paternalistic model of medical practice in Korea may impact family-ICU nurse communication 
surrounding patients’ end-of-life care. In a paternalistic model, physicians are often revered 
based on the belief that they possess special knowledge or experience (Kwon et al., 2009). 
Nurses may consider the provision of information about patient end-of-life care to be the primary 
task of physicians, which may result in reluctance to provide such information to family 
members (Jo, 2010; Zaforteza, Gastaldo, De Pedro, Sánchez-Cuenca, & Lastra, 2005). Given 
family members’ perceptions about the quality of communication about end-of-life care with 
ICU physicians and nurses, and the effects of cultural values, family members of CCI patients in 
Korea may not fully comprehend important details about their patient’s illnesses and end-of-life 
treatment options when they are tasked with making decisions, which could be linked to overall 
dissatisfaction with ICU patient care.   
 In this study, roughly two thirds of Korean family members of CCI patients were at risk 
for symptoms of anxiety, depression, and stress. Of those, approximately 25% of family 
members were at risk for severe symptoms of anxiety and depression. These findings suggest 
that these family members are at increased risk for symptoms of anxiety, depression, and stress.   
Moreover, the prevalence of symptoms of anxiety, depression, and stress in Korean family 
members is similar, or higher, than those of family members of ICU patients in France and the 
United States, where reported rates range from 44% to 69.1% for symptoms of anxiety, 27% to 
35.4% for symptoms of depression, and 35% to 42% for symptoms of stress (Anderson et al., 
2008; McAdam et al., 2012; Pochard et al., 2001; Pochard et al., 2005). Researchers have 
examined the patterns of depressive symptomatology in family member of CCI patients in the 
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United States (Douglas & Daly, 2003; Douglas et al., 2005; Im et al., 2004; Van Pelt et al., 2007) 
and found that, although the amount of depressive symptoms decreases over time, about 23% to 
36% of family members were still at risk for symptoms of depression after two to twelve months 
after patients’ ICU discharge (Douglas & Daly, 2003; Im et al., 2004; Van Pelt et al., 2007). 
Given these findings, it is reasonable to suggest that Korean family members’ symptoms of 
anxiety, depression, and stress may also persist for months following patients’ ICU discharge.  
 Based on the contributing factors identified in the literature (Azoulay et al., 2005; 
Lautrette et al., 2007), it was suspected that family members’ symptoms of anxiety, depression, 
and stress might vary based on their perceived quality of communication with ICU physicians or 
ICU nurses. Our data showed that lower family members’ symptoms of depression were 
significantly associated with higher perceived quality of communication with ICU nurses. This is 
consistent with the findings of a randomized, controlled trial in France (Lautrette et al., 2007), in 
which provision of conference was effective in reducing symptoms of anxiety, depression, and 
stress among family members of ICU patients. In the conference setting, ICU care providers 
spent more time delivering patient information and listening to family members’ questions, 
concerns, and emotions (Lautrette et al., 2007). However, no association between family 
members’ perceptions about the quality of communication with ICU physicians and symptoms of 
anxiety, depression, stress in this study. These findings suggest that communication quality with 
ICU nurses may be more influential than that with ICU physicians in psychological symptoms of 
ICU family members in Korea. However further research is warranted to confirm this 
relationship since no associations between family members’ perceptions about the quality of 
communication with ICU nurses and symptoms of anxiety and stress were found.   
117 
 
 In addition to family members’ perceptions about the quality of communication with ICU 
physicians and nurses, we conducted an exploratory analysis to address whether there were any 
factors associated with family members’ symptoms of anxiety, depression, and stress. Our data 
indicated that female family members, and those with a history of medical or psychiatric 
treatment for emotions or moods, were at greater risk for symptoms of stress than their 
counterparts. These findings are consistent with those of studies conducted in China, France, and 
United States (Azoulay et al., 2005; Chui & Chan, 2007; Gries et al., 2010). In these studies, 
significant associations between symptoms of stress in family members of ICU patients and 
family-related factors, such as being female, a low education level, or a history of receiving 
psychiatric support, have been reported. Family members who were female or those with a low 
education level were also at risk for symptoms of anxiety and depression (Gries et al., 2010; 
Pochard et al., 2001; Pochard et al., 2005). Although our data only indicated associations 
between family member characteristics and symptoms of stress, there is other literature that 
suggests such factors may also increase the risk of symptoms of anxiety and depression. Family 
members’ severe symptoms of stress were associated with increased risk for symptoms of 
anxiety and depression and decreased quality of life (Azoulay et al., 2005). Our findings might 
be difficult to generalize because they are exploratory in nature, due to the small sample size. 
However, findings that there are factors associated with family members’ psychological 
symptoms might be helpful for ICU care providers and researchers to identify family members 
who are at increased risk for symptoms of anxiety, depression, and stress while patients are 
receiving treatment in the ICU.  
 This study was limited in that the Korean version of the QOC questionnaire was new and 
critical measurement characteristics had not been tested. Although internal consistency of the 
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Korean version was determined to be satisfactory, assessment and evaluation of other 
measurement characteristics including sensitivity, construct validity, and stability is needed in 
order to verify measurement properties necessary for the intended application (Beaton et al., 
2000). Also, study eligibility criteria was designed to include family members of CCI patients for 
whom end-of-life care communication would apply, but the degree to which each patient’s 
underlying illness and severity affected the amount of family-ICU physician or family-ICU nurse 
communication regarding end-of-life care is unknown. Further, this study was cross-sectional 
and thus we could not assess the impact of family members’ perception about the quality of 
communication with ICU physicians and nurses on their psychological outcomes over time. 
Although we found factors associated with family members’ symptoms of stress, this study was 
not powered to formally test such associations. Thus, our analytic approach was exploratory. In 
addition, it is possible that differences exist between enrolled and non-enrolled family members, 
and that these differences may influence perceptions of communication with care providers and 
risk for psychological symptoms. One difference was that of education level—in particular, our 
sample was relatively well educated. However, family members who reported lower educational 
attainment provided significantly higher ratings on the quality of communication with physicians 
about end-of-life care (Long et al., 2014). This population was also found to be at a greater risk 
for symptoms of depression and stress (Chui & Chan, 2007; Gries et al., 2010). In this study, the 
family member refusal rate was higher than that which (28.5% to 31.7%) was reported in 
previous work among this population in the United States (Douglas et al., 2005; Douglas, Daly, 
O'toole, & Hickman, 2010). Thus, this study may not have reflected the perceptions of quality of 
communication with ICU physicians and nurses among family members of non-enrolled groups. 
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Finally, this study was conducted in urban areas in Korea, and therefore our findings may not be 
generalizable to other areas’ populations.  
 Despite several limitations, our findings may be useful in identifying communication 
areas in which Korean family members of CCI patients report dissatisfaction. One strength of the 
study is that the Korean version of the QOC questionnaire developed focusing on family 
members’ perceptions of how well ICU physicians’ or nurses’ specific communication 
competencies were performed was used rather than simply eliciting family members’ general 
impressions about communication quality. This can aid in the assessment of family members’ 
perceptions of specific communication competencies, such as active listening, discussing 
prognoses, providing emotional support, and deliberating with family members about treatment 
decision-making. This assessment is a first step in determining components of communication 
that need to be improved and evaluating intervention strategies to achieve this end. Further, our 
findings might be helpful in identifying approaches to addressing psychological symptoms 
among family members of CCI patients in Korea. Symptoms of anxiety, depression, and stress, 
and factors associated with these symptoms can be useful for identifying which family members 
are at increased risk for psychological symptoms and other negative outcomes, and who may 
benefit from intervention. ICU care providers who are aware of the symptom severities of family 
members can stage early interventions, which may be effective in reducing family members’ 
psychological symptoms and preventing long-term consequences such as anxiety disorder and 
major depression.  
Conclusion 
 To our knowledge, this is the first study examining the perceived quality of 
communication with ICU physicians and nurses and symptoms of anxiety, depression, and stress 
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among family members of CCI patients in Korea. Additionally, our findings may offer additional 
data on the relationships between these variables. Future studies should extend the application of 
the Korean version of the QOC measurement to include properties such as responsiveness, 
validity, and test-retest. Also, further research is needed to confirm the relationship between 
family members’ perceived quality of communication with ICU physicians and nurses and 
psychological symptoms. In the interest of positively impacting the psychological outcomes of 
family members of ICU patients, developing interventions to improve communication between 
family members and ICU care providers is of critical importance.    
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Table 4.1. Correlation Matrix Between Added Two Items of QOC Scale and Family Members’ 
QOC Scale Scores on Communication with ICU Physicians and Nurses 
Variable  1 2 3 4 5 6 
Item 4a of QOC scale for family-physician 
communication 
1        
Item 5b of QOC scale for family-physician 
communication 
   .80** 1     
Item 4 of QOC scale for family-nurse 
communication 
.19 .17 1    
Item 5 of QOC scale for family-nurse 
communication 
 .36**  .33** .67** 1   
QOC score on communication with ICU 
physicians c  
 .57**  .56** .22 .30* 1  
QOC score on communication with ICU 
nurses d 
.17 .25* .53** .57**   .55** 1 
Note. QOC= Quality of Communication. 
a “Providing you consistent information about your patient’s illness and treatment”. b “Allowing enough time for 
communication about your patient’s illness and treatment. c QOC score of family members’ perceived QOC with 
ICU physicians was calculated based on the original items of QOC scale. d QOC score of family members’ 
perceived QOC with ICU nurses was calculated based on the original items of QOC scale. 
 *p <.05   **p <.01. 
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Table 4.2. Internal Consistency Reliability of Scales 
Scales Cronbach’s alpha 
QOC scale for family-physician communication 
   QOC scale with two new items  
   QOC scale without two new items  
 
QOC scale for family-nurse communication 
   QOC scale with two new items  
   QOC scale without two new items  
 
 
.88 
.86 
 
 
.87 
.85 
HADS anxiety subscale 
HADS depression subscale 
IES-R 
.91 
.82 
.93 
  Note. QOC= Quality of Communication; HADS= Hospital Anxiety and Depression Scale, IES-R= Impact of Event 
Scale-revised. 
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Table 4.3. Characteristics of Patients 
Characteristics (N=71) Mean (SD) Range  
Age (year) 63.8 (15.9) 22-90  
Hospital length of stay (days) 20.9 (20.5) 4-135 
ICU length of stay (days) 15.0 (13.0) 4-63  
Days of mechanical ventilation use 13.4 (11.5) 4-63 
 n (%) 
Gender 
  Male 
  Female 
 
35 (49.3) 
36 (50.7) 
Marital status 
  Never married 
  Currently married 
  Widowed 
  Divorced 
 
7 (9.9) 
46 (64.8) 
17 (23.9) 
1 (1.41) 
Primary ICU admission diagnosis 
  Respiratory a 
  Neurologic b  
  Neoplastic c 
  Cardiovascular d  
  Renal e 
  Cardiac arrest  
  Other f 
 
22 (31.0) 
13 (18.3) 
11 (15.5) 
8 (11.3) 
4 (5.6) 
2 (2.8) 
11 (15.5) 
Note. ICU=Intensive Care Unit. 
 a Respiratory includes acute respiratory distress syndrome, chronic obstructive pulmonary disease, idiopathic 
pulmonary fibrosis, pneumoconiosis, pneumonia, pulmonary hypertension, pulmonary thromboembolism, and 
pulmonary tuberculosis. b Neurologic includes acute hemorrhagic infarction, internal carotid artery infarction, 
middle cerebral artery infarction, intracerebral hemorrhage, pointine intracranial hemorrhage, subarachnoid 
hemorrhage, pneumocephalus, status epilepticus, and top of basilar artery syndrome. c Neoplastic includes acute 
myeloid leukemia, breast cancer, common bile duct cancer, colon cancer, lung cancer, glioblastoma, hepatocellular 
carcinoma, hepatosplenic T-cell lymphoma. d Cardiovascular includes aortic aneurysm, aortic dissection, cardiac 
tamponade, chronic heart failure, coronary artery disease, mitral valve and tricuspid valve regurgitation, myocardial 
infarction. e Renal includes end-stage renal disease and nephrotic syndrome. f  Other includes acute duodenal ulcer, 
alcoholic ketoacidosis, bacteremia, chronic graft-versus-host disease, disseminated intravascular coagulation, 
monoclonal gammopathy of undetermined significance, and septic shock.   
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Table 4.4. Characteristics of Family Members 
Characteristics (N=71) Mean (SD)  Range 
Age 49.6 (14.1) 23-82 (year) 
 n (%) 
Gender 
   Male 
 Female 
 
25 (35.2) 
46 (64.8) 
Relationship to patient 
 Spouse 
 Parent 
 Child 
 Daughter-in-law or son-in-law  
 Sibling 
 Grandparent or grandchild 
 Other relative 
 
23 (32.4) 
6 (8.5) 
36 (50.7) 
2 (2.8) 
4 (5.6) 
0 (0) 
0 (0) 
Education 
  < elementary school 
  Elementary school graduate 
  Middle school graduate 
  High school graduate 
  ≥ College graduate 
 
0 (0) 
5 (7.0) 
2 (2.8) 
19 (26.8) 
45 (63.4) 
Religion 
  No formal religion 
  Protestantism 
  Catholicism 
  Buddhism 
  Confucianism 
 Other 
 
26 (36.11) 
14 (19.44) 
20 (27.78) 
11 (15.28) 
1 (1.39) 
0 (0) 
(continued) 
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Table 4.4. Characteristics of Family Members (continued) 
Characteristics (N=71) n (%)   
Annual household income 
   Low 
   Middle-low 
   Middle 
   Middle-high 
 
8 (11.4) 
9 (12.9) 
34 (48.6) 
19 (27.1) 
Previous ICU experience 
  Yes 
No 
 
35 (49.3) 
36 (50.7) 
Experience with death of family members or friends   
  Yes 
  No 
 
40 (56.3) 
31 (43.7) 
Experience of medication for mental illness 
  Yes 
  No 
 
7 (9.9) 
64 (90.1) 
Seeing outpatient psychiatrist or counselor for 
mental illness 
 Yes 
 No 
 
8 (11.3) 
63 (88.7) 
Note. ICU= Intensive Care Unit.  
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Table 4.5. Characteristics of ICU 
Characteristics (N=10) Median  Range 
Total number of beds  16.0 8-22 
Number of on-duty physicians  1.0 0-2 
Total number of nurses  27.0 13-45 
Number of patients per nurse 3.0 3-4 
Visiting hours per day (minutes) 60.0 
 n (%) 
Existence of a waiting room for family members  
 Yes 
 No 
 
0 (0) 
10 (100.0) 
Existence of a private room for family-nurse or family-
physician communication  
 Yes 
 No 
 
 
10 (100.0) 
0 (0) 
Regular physician-nurse meeting to discuss family members’ 
needs 
 Yes 
 No 
 
0 (0) 
10 (100.0) 
Provision of information booklet for family members  
 Yes 
 No 
 
10 (100.0) 
0 (0 
Written protocol for interacting with family members 
 Yes 
 No 
 
5 (50.0) 
5 (50.0) 
Note. ICU= Intensive Care Unit.  
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Table 4.6. Family Members’ QOC Score on Communication with ICU Physicians 
Note. QOC=Quality of Communication; ICU= Intensive Care Unit. 
 
Items Mean (SD) Range 
1.Using words that you can understand 7.8 (2.0) 0-10.0 
2.Looking you in the eye 8.6 (1.6) 3.0-10.0 
3.Giving you information about your patient’s illness and treatment 7.9 (2.0) 0-10.0 
4.Providing you consistent information about your patient’s illness and 
treatment 
7.9 (2.3) 0-10.0 
5.Allowing enough time for communication about your patient’s 
illness and treatment 
6.9 (2.6) 0-10.0 
6.Including you in decisions about your patient’s illness and treatment 6.3 (3.4) 0-10.0 
7.Answering all your questions about your patient’s illness and 
treatment 
8.0 (2.2) 0-10.0 
8.Listening to what you have to say 8.1 (2.2) 0-10.0 
9.Caring about you as a person 8.5 (1.8) 0-10.0 
10.Giving you his or her full attention 7.8 (2.2) 0-10.0 
11.Asking about the kinds of treatments you patient would want if he 
or she could speak for himself or herself 
3.4 (3.9) 0-10.0 
12.Talking with you about your feeling that your patient might get 
sicker 
4.3 (4.0) 0-10.0 
13.Talking with you about when or how your patient might get sicker 5.8 (3.9) 0-10.0 
14.Talking with you about how long your patient might have to live 2.4 (3.6) 0-10.0 
15.Talking with you about what your patient dying might be alike 0.9 (2.5) 0-10.0 
16.Asking about the things in life that are important to your patient 0.7 (2.2) 0-10.0 
17.Respecting the things in life that are important to your patient 1.1 (2.8) 0-10.0 
18.Asking about your spiritual or religious beliefs 0.7 (2.3) 0-10.0 
19.Respecting your spiritual or religious beliefs 0.6 (2.2) 0-10.0 
20.Helping you decide about the kinds of treatments your patient 
would want 
2.8 (4.0) 0-10.0 
21.Overall, how would you rate communication with patient’s doctor 
 
7.7 (2.2) 0-10.0 
Summary score  50.3 (15.2) 2.5-94.5 
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Table 4.7. Percent Responses of “Physicians didn’t do this” and “I don’t know” for Items on 
QOC Scale for Quality of Communication with ICU Physicians  
Note. QOC=Quality of Communication; ICU= Intensive Care Unit. 
(continued) 
Items Physicians didn’t do this I don’t know 
n (%) 
1.Using words that you can understand 0 0 
2.Looking you in the eye 0 0 
3.Giving you information about your patient’s illness 
and treatment 
0 0 
4.Providing you consistent information about your 
patient’s illness and treatment 
0 0 
5.Allowing enough time for communication about your 
patient’s illness and treatment 
1 (1.4) 0 
6.Including you in decisions about your patient’s illness 
and treatment 
12 (16.9) 1(1.4) 
7.Answering all your questions about your patient’s 
illness and treatment 
1 (1.4) 0 
8.Listening to what you have to say 0 0 
9.Caring about you as a person 0 0 
10.Giving you his or her full attention 0 0 
11.Asking about the kinds of treatments you patient 
would want if he or she could speak for himself or 
herself 
36 (50.7) 0 
12.Talking with you about your feeling that your patient 
might get sicker 
27 (38.0) 0 
13.Talking with you about when or how your patient 
might get sicker 
17 (23.9) 0 
14.Talking with you about how long your patient might 
have to live 
48 (67.6) 0 
15.Talking with you about what your patient dying 
might be alike 
61 (85.9) 0 
16.Asking about the things in life that are important to 
your patient 
61 (85.9) 1(1.4) 
17.Respecting the things in life that are important to 
your patient 
57 (80.3) 1(1.4) 
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Table 4.7. Percent Responses of “Physicians didn’t do this” and “I don’t know” for Items on 
QOC Scale for Quality of Communication with ICU Physicians (continued) 
Note. QOC=Quality of Communication; ICU= Intensive Care Unit. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Items Physicians didn’t do this I don’t know 
n (%) 
18.Asking about your spiritual or religious beliefs 62 (87.3) 0 
19.Respecting your spiritual or religious beliefs 63 (88.7) 0 
20.Helping you decide about the kinds of treatments 
your patient would want 
45 (63.4) 1(1.4) 
21.Overall, how would you rate communication with 
patient’s doctor 
0 0 
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Table 4.8. Family Members’ QOC Score on Communication with ICU Nurses 
Items Mean (SD) Range 
1.Using words that you can understand 8.3 (1.8) 0-10.0 
2.Looking you in the eye 8.3 (1.9) 0-10.0 
3.Giving you information about your patient’s illness and treatment 7.1 (3.0) 0-10.0 
4.Providing you consistent information about your patient’s illness 
and treatment 
7.0 (3.0) 0-10.0 
5.Allowing enough time for communication about your patient’s 
illness and treatment 
7.1 (2.7) 0-10.0 
6.Including you in decisions about your patient’s illness and treatment 4.2 (4.2) 0-10.0 
7.Answering all your questions about your patient’s illness and 
treatment 
7.8 (2.4) 0-10.0 
8.Listening to what you have to say 8.1 (2.2) 0-10.0 
9.Caring about you as a person 8.3 (2.0) 0-10.0 
10.Giving you his or her full attention 7.8 (2.3) 0-10.0 
11.Asking about the kinds of treatments you patient would want if he 
or she could speak for himself or herself 
1.6 (3.2) 0-10.0 
12.Talking with you about your feeling that your patient might get 
sicker 
2.8 (3.9) 0-10.0 
13.Talking with you about when or how your patient might get sicker 2.9 (4.0) 0-10.0 
14.Talking with you about how long your patient might have to live 0.8 (2.3) 0-9.0 
15.Talking with you about what your patient dying might be alike 0.3 (1.4) 0-9.0 
16.Asking about the things in life that are important to your patient 0.3 (1.3) 0-9.0 
17.Respecting the things in life that are important to your patient 0.4 (1.7) 0-10.0 
18.Asking about your spiritual or religious beliefs 0.7 (2.1) 0-10.0 
19.Respecting your spiritual or religious beliefs 0.8 (2.2) 0-9.0 
20.Helping you decide about the kinds of treatments your patient 
would want 
1.3 (3.0) 0-10.0 
21.Overall, how would you rate communication with patient’s nurse 7.9 (2.0) 2.0-10.0 
Summary score  42.9 (14.2) 5.0-96.5 
Note. QOC= Quality of Communication; ICU= Intensive Care Unit. 
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Table 4.9. Percent Responses of “Nurses didn’t do this” and “I don’t know” for Items on QOC 
Scale for Quality of Communication with ICU Nurses  
Note. QOC= Quality of Communication; ICU= Intensive Care Unit. 
(continued) 
 
Items  Nurses didn’t do this I don’t know 
n (%) 
1.Using words that you can understand 0 0 
2.Looking you in the eye 0 0 
3.Giving you information about your patient’s illness and 
treatment 
6 (8.5) 0 
4.Providing you consistent information about your 
patient’s illness and treatment 
6 (8.5) 0 
5.Allowing enough time for communication about your 
patient’s illness and treatment 
2 (2.8) 0 
6.Including you in decisions about your patient’s illness 
and treatment 
32 (45.1) 0 
7.Answering all your questions about your patient’s 
illness and treatment 
3 (4.2) 0 
8.Listening to what you have to say 0 0 
9.Caring about you as a person 0 0 
10.Giving you his or her full attention 1 (1.4) 0 
11.Asking about the kinds of treatments you patient would 
want if he or she could speak for himself or herself 
54 (76.1) 0 
12.Talking with you about your feeling that your patient 
might get sicker 
44 (62.0) 0 
13.Talking with you about when or how your patient 
might get sicker 
44 (62.0) 0 
14.Talking with you about how long your patient might 
have to live 
61 (85.9) 0 
15.Talking with you about what your patient dying might 
be alike 
66 (93.0) 0 
16.Asking about the things in life that are important to 
your patient 
66 (93.0) 0 
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Table 4.9. Percent Responses of “Nurses didn’t do this” and “I don’t know” for Items on QOC 
Scale for Quality of Communication with ICU Nurses (continued) 
Note. QOC= Quality of Communication; ICU= Intensive Care Unit. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Items  Nurses didn’t do this I don’t know 
n (%) 
17.Respecting the things in life that are important to your 
patient 
64 (90.1) 0 
18.Asking about your spiritual or religious beliefs 62 (87.3) 0 
19.Respecting your spiritual or religious beliefs 62 (87.3)  
20.Helping you decide about the kinds of treatments your 
patient would want 
57 (80.3) 0 
21.Overall, how would you rate communication with 
patient’s nurse 
0 1 (1.4) 
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Table 4.10. Family Members’ Symptoms of Anxiety, Depression, and Stress 
Variable (score) n (%) Mean (SD) Range 
Anxiety  
Normal (0 to 7) 
Boderline abnormal (8 to 10) 
Abnormal (11 to 21) 
    Moderate (11 to 14) 
    Severe (15 to 21) 
 
25 (35.2) 
22 (31.0) 
24 (33.8) 
   6 (8.5) 
      18 (25.4) 
10.1 (5.3) 
 
3.0-21.0 
 
Depression  
Normal (0 to 7) 
Boderline abnormal (8 to 10) 
Abnormal (11 to 21) 
    Moderate (11 to 14) 
    Severe (15 to 21) 
 
17 (23.9) 
15 (21.1) 
39 (54.9) 
      20 (28.2) 
      19 (26.8) 
11.3 (4.7) 
 
2.0-21.0 
 
Stress 
  Normal (< 22) 
 Abnormal ( ≥ 22) 
 
23 (32.4) 
48 (67.6) 
31.5 (18.7) 
 
3.0-83.0 
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Table 4.11. Transformed Mean Score a of Family Members’ Symptoms of Anxiety, Depression, 
and Stress 
Variable Mean 
Anxiety 
 
9.6 
Depression 
 
10.9 
Stress 
 
31.5 
 Note. a Estimated means of transformed variable were reverse transformed by squaring it to generate estimated 
means in the original scale.   
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Table 4.12. Correlation Matrix Between Family Members’ Perceived Quality of Communication 
with ICU Physicians and Nurses and Symptoms of Anxiety, Depression, and Stress  
Variable  1 2 3 4 5 
Perceived quality of communication 
with ICU physician  
1       
Perceived quality of communication  
with ICU nurse 
  .52* 1    
Anxiety  −.07 −.09 1   
Depressive  −.15 −.26*   .63* 1  
Stress  −.17 −.15   .60*   .56* 1 
Note. Symptoms of anxiety, depression, and stress were square root transformed. ICU= Intensive Care Unit.  
*p <.05. 
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Table 4.13. Relationship Between Family Members’ Perceived Quality of Communication with 
ICU Physicians and Nurses and Symptoms of Anxiety, Depression, and Stress 
Dependent 
Variable 
Independent 
Variable 
β (SE) p 95% CI 
Anxiety  Perceived quality of communication with 
ICU physicians  
0.00 (0.01) .56 [−0.02, 0.01] 
 
 
 
Depression  
 
 
 
 
Stress  
Perceived quality of communication with 
ICU nurse  
 
Perceived quality of communication with 
ICU physician  
Perceived quality of communication with 
ICU nurse 
 
Perceived quality of communication with 
ICU physician  
Perceived quality of communication with 
ICU nurse 
 
−0.01 (0.01) 
 
 
−0.01 (0.01) 
 
−0.01 (0.01) 
 
 
−0.02 (0.01) 
 
−0.02 (0.02) 
 
.46 
 
 
.20 
  
.03* 
 
 
.16 
 
.22 
[−0.02, 0.01] 
 
 
[−0.02, 0.00] 
 
[−0.03, 0.00] 
 
 
[−0.05, 0.01] 
 
[−0.05, 0.01] 
Note. ICU= Intensive Care Unit. Symptoms of anxiety, depression, and stress were square root transformed. 
*p <.05. 
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Table 4.14. Patient Characteristics Associated with Family Members’ Symptoms of Anxiety 
Characteristics β (SE) p 95% CI 
Age −.01 (0.01) .31 [−0.02, 0.01] 
Gender (Female) −.29 (0.19) .14 [−0.68, 0.10] 
Marital status  
    Never married 
 Widowed 
 Divorced 
 Married 
 
−.21 (0.33) 
−.29 (0.23) 
 −.44 (0.83) 
Reference 
 
.52 
.21 
.60 
 
[−0.87, 0.44] 
[−0.74, 0.17] 
[−2.10, 1.23] 
Primary ICU admission diagnosis 
   Respiratory 
Neurologic 
Neoplastic 
Cardiovascular 
Cardiac arrest 
Other b 
Renal  
 
−.30 (0.21) 
−.39 (0.24) 
.38 (0.27) 
.12 (0.31) 
.64 (0.59) 
.50 (0.27) 
Reference 
 
.16 
.11 
.16 
.71 
.28 
.06 
 
[−0.72, 0.12] 
[−0.88, 0.09] 
[−0.15, 0.92] 
[−0.50, 0.74] 
  [−0.53, 1.82] 
[−0.01, 1.03] 
Hospital length of stay .00 (0.00) .76 [−0.01, 0.01] 
ICU length of stay .01 (0.01) .21 [−0.01, 0.02] 
Days of mechanical ventilation use .00 (0.01) .60 [−0.01, 0.02] 
Note. Symptoms of anxiety was computed using square root transform. ICU= Intensive Care Unit. 
a Other included acute duodenal ulcer, alcoholic ketoacidosis, bacteremia, chronic graft-versus-host disease, 
disseminated intravascular coagulation, monoclonal gammopathy of undetermined significance, and septic shock. 
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Table 4.15. Family Member Characteristics Associated with Symptoms of Anxiety 
Characteristics β (SE) p 95% CI 
Age .00 (0.01) .63 [−0.01, 0.02] 
Gender (Female) .07 (1.32) .75 [−0.35, 0.48] 
Relationship to patient 
 Parent 
 Child 
 Daughter-in-law or son-in-law  
 Sibling 
 Spouse 
 
.30 (0.35) 
−.17 (0.20) 
−.68 (0.59) 
−.78 (0.42) 
Reference 
 
.39 
.39 
.25 
.07 
 
[−0.40, 1.01] 
[−0.56, 0.22] 
[−1.86, 0.49] 
[−1.61, 0.05] 
Education 
 Elementary school  
 Middle school  
 High school  
 ≥ College  
Religion 
Protestant 
Catholic 
Buddhism 
Confucianism 
No religion 
Annual household income 
 
−.10 (0.43) 
.81 (0.83) 
.22 (0.22) 
Reference 
 
−.33 (0.24) 
.57 (0.21) 
−.37 (0.27) 
−.64 (0.83) 
 
 
 
.81 
.33 
.32 
 
 
.18 
.01* 
.17 
.45 
 
[−0.95, 0.75] 
[−0.85, 2.46] 
[−0.22, 0.66] 
 
 
[−0.82, 0.16] 
[0.15, 0.99] 
[−0.91, 0.16] 
[−2.30, 1.02] 
  Middle high 
  Middle low 
  Low 
Middle 
.23 (0.22) 
.06 (0.30) 
.21 (0.31) 
Reference 
.31 
.85 
.51 
 
[−0.21, 0.67] 
[−0.53, 0.65] 
[−0.41, 0.83] 
  
Previous ICU experience (Yes) −.01 (0.20) .97 [−0.40, 0.39] 
Experience with death of family members or 
friends (Yes) 
.28 (0.20) 
 
.15 
 
[−0.11, 0.67]  
Note. Symptoms of anxiety was computed using square root transform. ICU= Intensive Care Unit. 
*p < .05.                                                                                                                                                           (continued) 
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Table 4.15. Family Member Characteristics Associated with Symptoms of Anxiety (continued) 
Characteristics β (SE) p 95% CI 
Experience of medication for mental illness 
(Yes) 
.66 (0.32) .04* [0.02, 1.30] 
Seeing outpatient psychiatrist or counselor for 
mental illness (Yes) 
.44 (0.31) .16 [−0.18, 1.05]  
Note. Symptoms of anxiety was computed using square root transform. ICU= Intensive Care Unit. 
*p < .05. 
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Table 4.16. ICU Characteristics Associated with Family Members’ Symptoms of Anxiety  
Characteristics 
 
β (SE) p 95% CI 
Medical center 
Hospital 1 
Hospital 2 
Hospital 3 
 
 
.10 (0.22) 
−.39 (0.24) 
Reference 
 
 
.64 
.11 
 
 
[−0.33, 0.54] 
[−0.86, 0.08] 
 
Type of ICU 
SICU 
NSICU 
CCU 
MICU 
 
 
−.17 (0.27) 
−.15 (0.25) 
.24 (0.49) 
Reference 
 
.53 
.56 
.62 
 
 
[−0.71, 0.37] 
[−0.66, 0.36] 
[−0.73, 1.22] 
 
Total number of beds  .00 (0.02) .95 [−0.04, 0.04] 
 
Number of on-duty physicians  
 
.09 (0.12) .47 [−0.16, 0.34] 
Total number of nurses  
 
.00 (0.01) .66 [−0.01, 0.02] 
Number of patients per nurse 
 
−.33 (0.49) .50 [−1.30, 0.65] 
Visiting hours per day  
 
−.01 (0.02) .38 [−0.03, 0.01] 
Existence of ICU written protocol for interacting 
with family members (Yes) 
 
.41 (0.20) .05 [0.00, 0.81] 
Note. Symptoms of anxiety was computed using square root transform. ICU= Intensive Care Unit; SICU= Surgical 
Intensive Care Unit; NSICU= Neuroscience Intensive Care Unit; CCU= Cardiac Intensive Care Unit; MICU= 
Medical Intensive Care Unit.  
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Table 4.17. Patient Characteristics Associated with Family Members’ Symptoms of Depression 
 
Characteristics β (SE) p 95% CI 
Age −.01 (0.01) .20 [− 0.12, 0.00] 
Gender (Female) −.26 (0.18) .14 [−0.61, 0.09] 
Marital status  
    Never married 
 Widowed 
  Divorced 
  Married 
 
.31 (0.30) 
−.29 (0.23) 
−1.06 (0.75) 
Reference 
 
.37 
 .21 
.16 
 
[−0.29, 0.91] 
[−0.74, 0.17] 
[−2.56, 0.44] 
Primary ICU admission diagnosis 
     Respiratory 
  Neurologic 
  Neoplastic 
  Cardiovascular 
  Cardiac arrest 
  Other a 
  Renal  
 
−.25 (0.19) 
−.47 (0.22) 
.26 (0.25) 
.28 (0.28) 
.71 (0.54) 
.29 (0.25) 
Reference 
 
.19 
 .03* 
.29 
.32 
.19 
.24 
 
[−0.64, 0.13] 
[−0.91, −0.04] 
[−0.23, 0.75] 
[−0.28, 0.84] 
[−0.36, 1.78] 
[−0.20, 0.78] 
Hospital length of stay .00 (0.00) .46 [−0.01, 0.01] 
ICU length of stay .01 (0.01)  .07 [0.00, 0.03] 
Days of mechanical ventilation use .01 (0.01)  .09 [0.00, 0.03] 
Note. Symptoms of depression was computed using square root transform. ICU= Intensive Care Unit. 
a Other included acute duodenal ulcer, alcoholic ketoacidosis, bacteremia, chronic graft-versus-host disease, 
disseminated intravascular coagulation, monoclonal gammopathy of undetermined significance, and septic shock. 
*p <.05. 
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Table 4.18. Family Member Characteristics Associated with Symptoms of Depression 
Characteristics β (SE) p 95% CI 
Age .01 (0.01) .12 [0.00, 0.02] 
Gender (Female) .10 (0.19) .61 [−0.28, 0.47] 
Relationship to patient 
 Parent 
 Child 
 Daughter-in-law or son-in-law  
 Sibling 
 Spouse 
 
.50 (0.32) 
−.25 (0.18) 
−.72 (0.54) 
−.32 (0.39) 
Reference 
 
.12 
.17 
.18 
.42 
 
[−0.13, 1.14] 
[−0.60, 0.11] 
[−1.79, 0.35] 
[−1.09, 0.46] 
 Education 
 Elementary school  
 Middle school  
 High school  
  ≥ College  
 
−.13 (0.39) 
.86 (0.75) 
.19 (0.20) 
Reference 
 
.74 
.26 
.35 
 
[−0.91, 0.65] 
[−0.65, 2.36] 
[−0.21, 0.59] 
 Religion 
 Protestant 
 Catholic 
 Buddhism 
 Confucianism 
 No religion 
 
−.14 (0.22) 
.36 (0.20) 
.00 (0.25) 
−.84 (0.75) 
Reference 
 
.52 
.08 
.99 
.27 
 
[−0.59, 0.30] 
[−0.04, 0.75] 
[−0.49, 0.50] 
[−2.35, 0.66] 
Annual household income 
   Middle high 
   Middle low 
   Low 
   Middle 
 
.18 (0.20) 
.03 (0.27) 
.17 (0.28) 
Reference 
 
.38 
.92 
.54 
 
[−0.22, 0.58] 
[−0.51, 0.57] 
[−0.39, 0.74] 
Previous ICU experience (Yes)  − .01 (0.18) .96 [−0.37, 0.35] 
Experience with death of family members or 
friends (Yes) 
.01 (0.18) .96 [−0.35, 0.37] 
Note. Symptoms of depression was computed using square root transform. ICU= Intensive Care Unit. 
(continued)  
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Table 4.18. Family Member Characteristics Associated with Symptoms of Depression (continued) 
Characteristics β (SE) p 95% CI 
Experience of medication for mental illness 
(Yes) 
.42 (0.30) .17 [−0.18, 1.01] 
Seeing outpatient psychiatrist or counselor for 
mental illness (Yes) 
.25 (0.28) .37 [−0.31, 0.82] 
Note. Symptoms of depression was computed using square root transform. ICU= Intensive Care Unit.  
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Table 4.19. ICU Characteristics Associated with Family Members’ Symptoms of Depression 
Characteristics 
 
β (SE) p 95% CI 
Medical center 
 Hospital 1 
 Hospital 2 
 Hospital 3 
 
−.32 (0.20) 
− .04 (0.22) 
Reference 
 
.11 
.86 
 
 
[−0.71, 0.07] 
[−0.48, 0.40] 
 
Type of ICU 
 SICU 
 NSICU 
 CCU 
 MICU 
 
−.06 (0.25) 
−.51 (0.22) 
.23 (0.45) 
Reference 
 
.81 
 .03* 
.60 
 
 
[−0.55, 0.43] 
[−0.95, −.06] 
[−0.66, 1.12] 
 
Total number of beds  
 
.04 (0.02) .04* [0.00, 0.08] 
Number of on-duty physicians  
 
.17 (0.70) .11 [−0.05, 0.39] 
Total number of nurses  
 
.02 (0.01) .04* [0.00, 0.03] 
Number of patients per nurse 
 
−.43 (0.44) .34 [−1.31, 0.45] 
Visiting hours per day  
 
−.01 (0.01) .11 [−0.03, 0.00] 
Existence of ICU written protocol for interacting 
with family members (Yes) 
 
.12 (0.19) .52 [−0.26, 0.51] 
Note. Symptoms of depression was computed using square root transform. ICU= Intensive Care Unit; SICU= 
Surgical Intensive Care Unit; NSICU= Neuroscience Intensive Care Unit; CCU= Cardiac Intensive Care Unit; 
MICU= Medical Intensive Care Unit.  
*p <.05.  
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Table 4.20. Patient Characteristics Associated with Family Members’ Symptoms of Stress  
Characteristics β (SE) p 95% CI 
Age −.01 (0.01) .46 [−0.04, 0.02] 
Gender (Female) −.73 (0.42) .09 [−1.57, 0.12] 
Marital status  
     Never married 
  Widowed 
  Divorced 
  Married 
 
−.05 (0.73) 
−1.49 (0.47) 
1.34 (1.83) 
Reference 
 
.95 
  < .01** 
.47 
 
[−1.40, 1.50] 
[−2.43, −0.54] 
[−2.31, 4.98] 
Primary ICU admission diagnosis 
     Respiratory 
  Neurologic 
  Neoplastic 
  Cardiovascular 
 Cardiac arrest 
 Other a 
  Renal  
 
−1.14 (0.45) 
.29 (0.54) 
.60 (0.59) 
−.02 (0.68) 
.36 (1.31) 
.56 (0.59) 
Reference 
 
 .01* 
.59 
.32 
.98 
.79 
.28 
 
[−2.03, −0.25] 
[−0.79, 1.37] 
[−0.58, 1.78] 
[−1.39, 1.34] 
[−2.25, 2.96] 
[−0.62, 1.75] 
Hospital length of stay .00 (0.01) .85 [−0.02, 0.02] 
ICU length of stay .02 (0.02) .15 [−0.01, 0.06] 
Days of mechanical ventilation use .02 (0.02) .26 [−0.02, 0.06] 
Note. Symptoms of stress was computed using square root transform. ICU= Intensive Care Unit. 
a Other included acute duodenal ulcer, alcoholic ketoacidosis, bacteremia, chronic graft-versus-host disease, 
disseminated intravascular coagulation, monoclonal gammopathy of undetermined significance, and septic shock. 
*p <.05, **p <.01.  
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Table 4.21. Family Member Characteristics Associated with Symptoms of Stress  
Characteristics β (SE) p 95% CI 
Age .01 (0.02) .34 [−0.02, 0.05]  
Gender (Female) .93 (0.44)  .04* [0.06, 1.81] 
Relationship to patient 
  Parent 
  Child 
  Daughter-in-law or son-in-law  
  Sibling 
  Spouse 
 
.74 (0.77) 
−0.45 (0.43) 
−2.95 (1.26) 
−1.04 (0.93) 
Reference 
 
.34 
.29 
.02* 
.27 
 
[−0.80, 2.28] 
[−1.31, 0.40] 
[−5.46, −0.44] 
[−2.90, 0.81] 
 Education 
  Elementary school  
  Middle school  
  High school  
  ≥ College  
 
1.12 (0.93) 
1.34 (1.83) 
−.02 (0.49) 
Reference 
 
.23 
.47 
.96 
 
[4.81, 2.97] 
[−2.31, 4.98] 
[−1.00, 0.95] 
 Religion 
  Protestant 
  Catholic 
  Buddhism 
  Confucianism 
  No religion 
 
−.67 (0.54) 
1.04 (0.47) 
−.39 (0.60) 
−3.63 (1.78) 
Reference 
 
.22 
 .03* 
.52 
.05 
 
[−1.74, 0.41] 
[0.10, 1.98] 
[−1.58, 0.80] 
[−7.19, −0.08] 
Annual household income 
    Middle 
    Middle low 
    Low 
    Middle 
 
.05 (0.49) 
.06 (0.65) 
.97 (0.67) 
Reference 
 
.93 
.93 
.15 
 
[−0.93, 1.02] 
[−1.24, 1.36] 
[−0.37, 2.31] 
Previous ICU experience (Yes) .28  (0.43) .53 [−0.59, 1.14] 
Experience with death of family members or 
friends (Yes) 
−0.40 (0.43) .36 [−1.26, 0.47] 
Note. Symptoms of stress was computed using square root transform. ICU=Intensive Care Unit. 
*p < .05.  
(continued) 
 
147 
 
Table 4.21. Family Member Characteristics Associated with Symptoms of Stress (continued) 
Characteristics β (SE) p 95% CI 
Experience of medication for mental illness 
(Yes) 
2.51 (0.66)  < .01** [1.19, 3.82] 
Seeing outpatient psychiatrist or counselor for 
mental illness (Yes) 
2.03 (0.64) < .01** [0.75, 3.30] 
Note. Symptoms of stress was computed using square root transform. ICU= Intensive Care Unit.   
**p < .01.  
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Table 4.22. ICU Characteristics Associated with Family Members’ Symptoms of Stress  
Characteristics β (SE) p 95% CI 
Medical center 
Hospital 1 
Hospital 2 
Hospital 3 
 
−.04 (0.48) 
−.26 (0.53) 
Reference 
 
.94 
.62 
 
[−1.00, 0.92] 
[−1.32, 0.79] 
Type of ICU 
SICU 
NSICU 
CCU 
MICU 
 
−.67 (0.59) 
.53 (0.56) 
−.23 (1.07) 
Reference 
 
.26 
.34 
.83 
 
[−1.85, 0.51] 
[−057, 1.64] 
[−2.37, 1.92] 
Total number of beds  .02 (0.05) .72 [−0.08, 0.11] 
Number of on-duty physicians  .16 (0.27) .56 [−0.39, 0.71] 
Total number of nurses  .01 (0.02) .73 [−0.03, 0.04] 
Number of patients per nurse −1.59 (1.06) .14 [−3.70, 0.52] 
Visiting hours per day  −.01 (0.02) .63 [−0.05, 0.03] 
Existence of ICU written protocol for 
interacting with family members (Yes) 
.01 (0.46) .99 [−0.92, 0.93] 
Note. Symptoms of stress was computed using square root transform. ICU= Intensive Care Unit; SICU= Surgical 
Intensive Care Unit; NSICU= Neuroscience Intensive Care Unit; CCU= Cardiac Intensive Care Unit; MICU= 
Medical Intensive Care Unit.  
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Table 4.23. Significant Factors Associated with Family Members’ Symptoms of Anxiety 
Characteristics β (SE) p 95% CI R-Square 
    .16 
Family member’ religion  
Protestant 
Catholic 
Buddhism 
Confucianism 
No religion 
 
−.28 (0.26) 
 .33 (0.24) 
−.34 (0.28) 
−.60 (0.80) 
Reference 
 
.29 
.18 
.24 
.45 
 
[−0.80, 0.24] 
[−0.15, 0.82] 
[−0.90, 0.23] 
[−2.20, 1.00] 
 
Family member’s experience of medication 
for mental illness (Yes) 
.52 (0.32) .11 [−0.12, 1.16]  
Note. Symptoms of anxiety was computed using square root transform.  
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Table 4.24. Significant Factors Associated with Family Members’ Symptoms of Depression 
Characteristics β (SE) p 95% CI R-Square 
    .18 
Patient’s primary ICU admission diagnosis 
Respiratory 
Neurologic 
Neoplastic 
Cardiovascular 
Cardiac arrest 
Other a 
Renal  
 
−.28 (0.49) 
−.33 (0.56)  
.01 (0.51) 
.24 (0.57) 
.55 (0.71) 
.08 (0.52) 
Reference 
 
.57 
.56 
.98 
.68 
.44 
.88 
 
 
[−1.25, 0.70] 
[−1.45, 0.79] 
[−1.02, 1.04] 
[−0.90, 1.38] 
[−0.86, 1.97] 
[−0.96, 1.13] 
 
 
Type of ICU  
SICU 
NSIU 
CCU 
MICU 
Total number of ICU beds 
Total number of ICU nurses 
 
−.18 (0.28) 
−.25 (0.37) 
−.25 (0.59) 
Reference 
.03 (0.10) 
.00 (0.04) 
 
.52 
.50 
.67 
 
.76 
.98 
 
[−0.75, 0.38] 
[−1.00, 0.50] 
[−1.43, 0.93] 
 
[−0.17, 0.23] 
[−0.08, 0.08] 
 
Note. Symptoms of depression was computed using square root transform. ICU= Intensive Care Unit; SICU= 
Surgical Intensive Care Unit; NSICU= Neuroscience Intensive Care Unit; CCU= Cardiac Intensive Care Unit; 
MICU= Medical Intensive Care Unit.  
a Other included acute duodenal ulcer, alcoholic ketoacidosis, bacteremia, chronic graft-versus-host disease, 
disseminated intravascular coagulation, monoclonal gammopathy of undetermined significance, and septic shock.  
. 
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Table 4.25. Significant Factors Associated with Family Members’ Symptoms of Stress 
Characteristics 
 
β (SE) p 95% CI R-Square 
 
Patient’s marital status 
Never married 
Widowed 
Divorced 
Married 
Patient’s primary ICU admission diagnosis 
 
 
− 1.02(1.11) 
−1.28 (0.53) 
1.84 (1.54) 
Reference 
 
 
.36 
.02*   
.24 
 
 
 
[−3.25, 1.21] 
[−2.34, −0.21] 
[−1.26, 4.93] 
 
 
.56 
Respiratory 
Neurologic 
Neoplastic 
Cardiovascular 
Cardiac arrest 
Other a 
Renal 
Family member’s gender (Female) 
−.34 (0.95) 
−.13 (0.98) 
.54 (0.98) 
−.78 (1.06) 
.76 (1.39) 
.34 (0.94) 
Reference 
1.16 (0.41) 
.72 
.90 
.58 
.47 
.59 
.72 
 
.007** 
[−2.25, 1.58] 
[−2.10, 1.84] 
[−1.42, 2.51] 
[−2.92, 1.35] 
[−2.03, 3.55] 
[−1.54, 2.22] 
 
[0.32, 1.99] 
 
Family member’s relation to patient 
Parent 
Child 
Daughter-in-law or son-in-law 
Sibling 
Spouse 
Family member’s religion 
Protestant 
Catholic 
Buddhism 
Confucianism 
No religion 
 
−1.31 (1.22) 
.01 (0.55) 
−1.79 (1.25) 
−.17 (1.04) 
Reference 
 
−.44 (0.55) 
−.32 (0.50) 
−.74 (0.60) 
−2.84 (1.55) 
Reference 
 
.29 
.98 
.16 
.87 
 
 
.43 
.53 
.23 
.07 
 
[−1.13, 3.75] 
[−1.09, 1.11] 
[−4.31, 0.72] 
[−2.25, 1.91] 
 
 
[−1.55, 0.67] 
[−0.69, 1.32] 
[−1.95, 0.47] 
[−5.95, 0.26] 
 
 
Note. Symptoms of stress was computed using square root transform. ICU= Intensive Care Unit. 
a Other included acute duodenal ulcer, alcoholic ketoacidosis, bacteremia, chronic graft-versus-host disease, 
disseminated intravascular coagulation, monoclonal gammopathy of undetermined significance, and septic shock. 
 *p < .05, **p < .01. 
(continued) 
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Table 4.25. Significant Factors Associated with Family Members’ Symptoms of Stress 
(continued) 
Characteristics 
 
β (SE) p 95% CI R-Square 
 
Family member’s experience of medication 
for mental illness (Yes) 
 
3.84 (1.67) 
 
.03* 
 
[0.49, 7.19] 
 
Family member’s seeing outpatient 
psychiatrist or counselor for mental illness 
(Yes) 
−1.64 (1.61) 
 
.31 [−4.88, 1.59] 
 
 
Note. Symptoms of stress was computed using square root transform.  
 *p < .05. 
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APPENDIX 4.1: THE KOREAN VERSION OF THE QOC QUESTIONNAIRE FOR 
FAMILY-ICU PHYSICIAN COMMUNICATION  
 
보호자-의사 간의 의사소통 
 
다음은 귀하가 중환자실에 입원중인 환자의 질병, 예후 및 치료와 관련하여 담당의사와 대화를 할 때, 
의사가 얼마나 잘 설명해주었는지에 대하여 평가하는 질문들입니다. 본 연구자는 많은 환자와 
보호자들이 의사에 대해 높은 존경심을 가지고 있는 것을 잘 알고 있습니다. 의사와 환자의 가족들 
사이에 이루어지는 의사소통을 개선하는데 도움이 될 수 있도록, 다음 질문들에 대해 신중하게 답해 
주시기 바랍니다.  
 
각각의 질문을 읽고, 담당의사를 어떻게 평가하는지에 대해 0 점 (매우 만족하지 않음) 에서 10 점 (매우 
만족함) 사이의 점수 중 해당하는 곳의 숫자 위에 표시해주십시오. 5 점은 “보통”을 의미합니다. 만약 
담당의사가 각각의 질문에 해당하는 설명이나 행동을 하지 않아서 평가하기가 어렵다면, “실행하지 
않았음” 또는 “모르겠음” 에 표시해주십시오.  몇몇 질문들은 귀하께서 이미 답하신 질문들과 비슷하게 
느껴질 수 있습니다. 이는 보다 정확한 정보를 얻기 위하여 조금씩 다른 방식으로 질문을 드리는 
것이오니 모든 질문들에 대해 답해 주십시오.  
 
만약 환자를 담당하는 의사가 여러 명이 있다면, 환자의 치료와 관련하여 주로 대화를 나누는 한 명의 
의사에 대해 생각해 주십시오. 그리고 귀하의 의견과 가장 일치하는 곳에 “V” 표시해 주십시오.  
 
환자의 치료와 관련된 
설명을 할 때, 의사는… 
매우 
만족 하지 
않음 
보통 매우 
만족함 
실행하지 
않았음 
모르
겠음 
0  5  10 
19. 1. 내가 이해하기 쉬운 
단어를 사용하였다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
20. 2. 내 눈을 바라보며 
대화하였다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
21. 3. 환자의 질병, 예후 및 
치료 방법 등에 대한 
정보를 알려주었다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
4. 환자의 질병, 예후 및 
치료 방법 등에 대하여 
일관되게 설명해주었다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
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환자의 치료와 관련된 
설명을 할 때, 의사는… 
매우 
만족 하지  
않음 
보통 매우  
만족함 
실행하지 
않았음 
모르
겠음 
0  5  10 
5. 환자의 질병, 예후 및 
치료 방법 등에 대해 
대화할 수 있는 충분한 
시간을 허락해 주었다. 
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
22. 6.  환자의 치료방법 
결정 시에 나의 의견을 
반영하였다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
23. 7. 환자의 질병, 예후 및 
치료 방법 등에 대한 
나의 질문에 모두 
답해주었다.  
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
24. 8. 내가 하고자 하는 
말을 잘 들어주었다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
9. 나를 인간적으로 
대해주었다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
10. 나에게 충분한 
관심을 보여주었다.  
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
11. 환자가 원하는 
치료가 무엇인지 나에게 
물어보았다.  
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
12. 환자의 상태가 
악화될 수도 있다는 
것에 대한 내 기분이나 
감정에 대해 대화하였다.  
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
13. 환자의 상태가 언제, 
어떻게 나빠 질 수 
있는지에 대해 
대화하였다. 
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
14. 환자가 얼마나 더 살 
수 있는지에 대해 
대화하였다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
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환자의 치료와 관련된 
설명을 할 때, 의사는… 
매우 
만족 하지 
않음 
보통 매우  
만족함 
실행하지 
않았음 
모르
겠음 
0  5  10 
15. 환자의 임종과정에 
대해 설명해주었다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
25. 16. 환자의 인생에 있어 
중요한 것들에 (가치, 
신념, 사람 등) 대하여 
질문하였다. 
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
26. 17. 환자의 인생에 
있어서 중요한 것들을 
(가치, 신념, 사람 등) 
존중해주었다. 
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
27. 18. 나의 영적 또는 
종교적인 믿음에 대해 
질문하였다.  
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
19. 나의 영적 또는 
종교적인 믿음을 
존중해주었다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
20. 환자가 원하는 
치료방법을 결정하는데 
도와주었다.  
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
21. 전반적으로 
담당의사와의 
의사소통에 대해 어떻게 
평가하십니까?  
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
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APPENDIX 4.2: THE KOREAN VERSION OF THE QOC QUESTIONNAIRE FOR 
FAMILY-ICU NURSE COMMUNICATION  
 
보호자-간호사 간의 의사소통 
 
다음은 귀하가 중환자실에 입원중인 환자의 질병, 예후 및 치료와 관련하여 담당간호사와 대화를 할 때, 
간호사가 얼마나 잘 설명해주었는지에 대하여 평가하는 질문들입니다. 먼저 환자의 치료와 관련하여 
가장 많은 대화를 나눈 한 명의 담당간호사에 대해 생각해 주십시오. 그리고 그 한 명의 간호사를 
떠올리며 다음 질문들에 답해 주십시오.  
0 점은 “매우 만족하지 않음” 이고 10 점은 “매우 만족함”을 의미합니다. 0 점부터 10 점까지의 점수 중, 
귀하의 의견과 가장 일치하는 곳에 “V” 표시해 주십시오.  
 
환자의 치료와 관련된 
설명을 할 때, 
간호사는… 
매우 
만족 하지 
않음 
보통 매우 
만족함 
실행하지 
않았음 
모르
겠음 
0  5  10 
28. 1. 내가 이해하기 쉬운 
단어를 사용하였다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
29. 2. 내 눈을 바라보며 
대화하였다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
30. 3. 환자의 질병, 예후 및 
치료 방법 등에 대한 
정보를 알려주었다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
4. 환자의 질병, 예후 및 
치료 방법 등에 대하여 
일관되게 설명해주었다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
5. 환자의 질병, 예후 및 
치료 방법 등에 대해 
대화할 수 있는 충분한 
시간을 허락해 주었다. 
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
31. 6.  환자의 치료방법 
결정 시에 나의 의견을 
반영하였다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
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환자의 치료와 관련된 
설명을 할 때, 
간호사는… 
매우 
만족 하지  
않음 
보통 매우  
만족함 
실행하지 
않았음 
모르
겠음 
0  5  10 
32. 7. 환자의 질병, 예후 및 
치료 방법 등에 대한 
나의 질문에 모두 
답해주었다.  
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
33. 8. 내가 하고자 하는 
말을 잘 들어주었다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
9. 나를 인간적으로 
대해주었다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
10. 나에게 충분한 
관심을 보여주었다.  
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
11. 환자가 원하는 
치료가 무엇인지 나에게 
물어보았다.  
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
12. 환자의 상태가 
악화될 수도 있다는 
것에 대한 내 기분이나 
감정에 대해 대화하였다.  
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
13. 환자의 상태가 언제, 
어떻게 나빠 질 수 
있는지에 대해 
대화하였다. 
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
14. 환자가 얼마나 더 살 
수 있는지에 대해 
대화하였다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
15. 환자의 임종과정에 
대해 설명해주었다. 
 
0 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
 
8 
 
9 
 
10 
  
34. 16. 환자의 인생에 있어 
중요한 것들에 (가치, 
신념, 사람 등) 대하여 
질문하였다. 
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
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환자의 치료와 관련된 
설명을 할 때, 
간호사는… 
매우 
만족 하지 
않음 
보통 매우  
만족함 
실행하지 
않았음 
모르
겠음 
0  5  10 
35. 17. 환자의 인생에 
있어서 중요한 것들을 
(가치, 신념, 사람 등) 
존중해주었다. 
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
  
36. 18. 나의 영적 또는 
종교적인 믿음에 대해 
질문하였다.  
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
19. 나의 영적 또는 
종교적인 믿음을 
존중해주었다. 
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
20. 환자가 원하는 
치료방법을 결정하는데 
도와주었다.  
 
 
0 
 
 
1 
 
 
2 
 
 
3 
 
 
4 
 
 
5 
 
 
6 
 
 
7 
 
 
8 
 
 
9 
 
 
10 
  
21. 전반적으로 
담당간호사와의 
의사소통에 대해 어떻게 
평가하십니까?  
 
 
 
0 
 
 
 
1 
 
 
 
2 
 
 
 
3 
 
 
 
4 
 
 
 
5 
 
 
 
6 
 
 
 
7 
 
 
 
8 
 
 
 
9 
 
 
 
10 
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APPENDIX 4.3:THE KOREAN VERSION OF THE HOSPITAL ANXIETY AND 
DEPRESSION SCALE 
 
 
 
 
다음 항목들은 감정상태를 설명하고 있습니다. 귀하의 감정상태를 가장 잘 나타낸다고 생각되는 한 곳에 
“V” 표시해 주십시오.  
 
1.  2.  답변 
3. A1 4. 1. 나는 긴장감 또는 
정신적 고통을 느낀다. 
 
전혀 아니다  
(0) 
○ 
가끔 그렇다  
(1)  
○ 
자주 그렇다 
(2)  
○ 
거의 그렇다 (3) 
○  
5. D1 6. 2. 나는 즐겨오던 
것들을 현재도 즐기고 
있다. 
똑같이 즐긴다  
 
(0)  
○ 
많이 즐기지는 
못한다  
(1)  
○ 
단지 조금만 
즐긴다  
(2) 
○  
거의 즐기지 
못한다  
(3)  
○ 
7. A2 8. 3. 나는 무언가 무서운 
일이 일어날 것 같은 
느낌이 든다. 
전혀 아니다  
 
(0)  
○ 
조금 있지만 
걱정하지 않는다  
(1)  
○ 
있지만 그렇게 
나쁘지는 않다  
(2)  
○ 
매우 분명하고 
기분이 나쁘다  
(3) 
○  
D2 4. 나는 사물을 
긍정적으로 보고 잘 
웃는다. 
나는 항상 
그렇다  
(0)  
○ 
현재는 그다지 
그렇지 않다 
(1)  
○ 
거의 그렇지 
않다  
(2) 
○ 
전혀 아니다 
 
(3) 
○ 
9. A3 5. 마음 속에 
걱정스러운 생각이 
든다. 
거의 그렇지 
않다 (0) 
○ 
가끔 그렇다 
(1) 
○ 
자주 그렇다 
(2)  
○ 
항상 그렇다(3) 
○ 
D3 6. 나는 기분이 좋다. 
 
항상 그렇다 
(0) 
○ 
자주 그렇다 
(1) 
○ 
가끔 그렇다 
(2) 
○ 
전혀 그렇지 
않다 (3) 
○ 
A4 7. 나는 편하게 긴장을 
풀 수 있다. 
 
항상 그렇다 
 
(0) 
○ 
대부분 그렇다 
 
(1) 
○ 
대부분  
그렇지 않다  
(2) 
○  
전혀 그렇지 
않다  
(3) 
○ 
감정상태 
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D4 8. 나는 기력이 떨어진 
것 같다. 
 
전혀 아니다 
(0) 
○ 
가끔 그렇다 
(1) 
○ 
자주 그렇다 
(2) 
○ 
거의 항상 
그렇다(3) 
○ 
A5 9. 나는 초조하고 
두렵다. 
 
전혀 아니다 
(0) 
○ 
가끔 그렇다 
(1) 
○ 
자주 그렇다 
(2) 
○ 
매우 자주 
그렇다 (3) 
○ 
D5 10. 나는 나의 외모에 
관심을 잃었다. 
 
여전히 관심이 
있다  
(0) 
○ 
전과 같지는 
않다 
(1) 
○ 
이전보다 
확실히 관심이 
적다 (2) 
○ 
확실히 잃었다  
 
(3) 
○ 
A6 11. 나는 가만히 있지 
못하고 안절부절 한다. 
전혀 그렇지 
않다 (0) 
○ 
가끔 그렇다 
(1) 
○ 
자주 그렇다 
(2) 
○ 
매우 그렇다 
(3) 
○ 
D6 12. 나는 일들을 
즐거운 마음으로 
기대한다. 
내가 전에 
그랬던 것처럼 
그렇다 (0) 
○ 
전보다 조금 덜 
그렇다 
(1) 
○ 
전보다 확실히 
덜 그렇다 
(2) 
○ 
전혀 그렇지 
않다 
(3) 
○ 
A7 13. 나는 갑자기 
당황스럽고 두려움을 
느낀다. 
전혀 그렇지 
않다 (0) 
○ 
가끔 그렇다 
(1) 
○ 
꽤 자주 그렇다 
(2) 
○ 
거의 항상 
그렇다 (3) 
○ 
D7 14. 나는 좋은 책 또는 
라디오, 텔레비전을 
즐길 수 있다. 
자주 즐긴다 
(0) 
○ 
가끔 즐긴다 
(1) 
○ 
거의 못 즐긴다 
(2) 
○ 
전혀 못 즐긴다 
(3) ○ 
총합(연구자 작성부분) A B 
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APPENDIX 4.4: THE KOREAN VERSION OF THE IMPACT OF EVENT SCALE-
REVISED 
 
 
 
 
다음 항목들은 스트레스를 경험하고 난 후에 겪는 어려움에 대한 설명입니다. 환자의 중환자실 입원 및 
치료와 관련하여, 다음 항목을 지난 일주일 동안 얼마나 자주 경험했는지를 생각해주십시오. 그리고 
귀하의 의견과 가장 일치하는 한 곳에 “V” 표시해 주십시오.  
 
 전혀 
없었다 
드물게 
그랬다 
가끔 
그랬다 
자주 
그랬다 
항상 
그랬다 
1. 그 사건을 떠올리게 하는 어떤 것이 나에게 
그때의 감정을 다시 불러 일으켰다. 
     
2. 나는 수면을 지속하는데 어려움이 있다.      
3. 나는 다른 일들로 인해 그 사건을 생각하게 
된다. 
     
4. 나는 그 사건 이후로 예민하고 화가 난다고 
느꼈다. 
     
5. 그 사건에 대해 생각하거나 떠오를 때마다 
혼란스러워지기 때문에 회피하려고 했다. 
     
6. 내가 생각하지 않으려고 해도 그 사건이 
생각난다. 
     
7. 그 사건이 일어나지 않았거나, 현실이 아닌 
것처럼 느꼈다. 
     
8. 그 사건을 상기시키는 것들을 멀리하며 
지냈다. 
     
9. 그 사건의 영상이 나의 마음속에 갑자기 
떠오르곤 했다. 
     
10. 나는 신경이 예민해졌고 쉽게 깜짝 놀랐다.      
11. 그 사건에 관해 생각하지 않기 위해 
노력했다. 
     
12. 나는 그 사건에 관해 여전히 많은 감정을 
가지고 있다는 것을 알지만 신경 쓰고 싶지 
않았다. 
     
 
 
 
스트레스 
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 전혀 
없었다 
드물게 
그랬다 
가끔 
그랬다 
자주 
그랬다 
항상 
그랬다 
13. 그 사건에 대한 나의 감정은 무감감한 
느낌이었다. 
     
14. 나는 마치 사건 당시로 돌아간 것처럼 
느끼거나 행동할 때가 있었다. 
     
15. 나는 그 사건 이후로 잠들기가 어려웠다.      
16. 나는 그 사건에 대한 강함 감정이 물밀 듯 
밀려오는 것을 느꼈다. 
     
17. 내 기억에서 그 사건을 지워버리려고 
노력했다. 
     
18. 나는 집중하는데 어려움이 있었다      
19. 그 사건을 떠올리게 하는 어떤 것에도 
식은땀, 호흡곤란, 구역질, 심장 두근거림 같은 
신체적인 반응을 일으켰다. 
     
20. 나는 그 사건에 관한 꿈들을 꾼 적이 있다.      
21. 내가 주위를 경계하고 감시하고 있다고 
느꼈다. 
     
22. 나는 그 사건에 대해 이야기하지 않으려고 
노력했다. 
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APPENDIX 4.5: FAMILY CHARACTERISTICS FORM 
 
다음은 귀하의 개인적인 정보에 대한 질문들입니다. 각각의 질문에 대하여 직접 기입하거나 
해당 되는 곳에 “V” 표시를 해 주십시오.  
 
1. 성별  ① 남자   ② 여자  
 
2. 연령  만         세    
 
3. 환자와의 관계  ①배우자   ②부모   ③자녀   ④며느리 또는 사위  ⑤형제 또는 자매   
                    ⑥조부모 또는 손자   ⑦기타: (구체적으로 
기입해주십시오                 )                                     
 
4. 교육정도  ①무학   ②초졸   ③중졸   ④고졸   ⑤대졸이상 
 
5. 종교   ①무교   ②기독교   ③천주교   ④불교    ⑤유교   
         ⑥기타: (구체적으로 기입해주십시오                 )    
      
6. 경제수준   ①상   ②중상   ③중    ④중하   ⑤하     
 
7. 중환자실 경험 (환자 또는 환자의 보호자로서)   ①있다    ②없다 
 
8. 사별경험 (가까운 친구 또는 가족 친지)   ①있다    ②없다 
 
9. 감정이나 기분 조절을 (우울이나 불안등의 증상) 위한 약물복용 경험  ①있다    ②없다 
 
10. 감정이나 기분 조절을 (우울이나 불안등의 증상) 위해 의사나 심리상담 치료사를 만난 
경험   ①있다   ②없다 
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CHAPTER 5: THE SYNTHESIS AND IMPLICATIONS OF STUDY FIINDINGS 
Synthesis of the Findings 
 Communication between family members of patients with chronic critical illness (CCI) 
and intensive care unit (ICU) physicians and nurses about patient treatment occurs frequently. 
Yet little is known about the extent of such communication in Korea. Therefore, the first 
manuscript of this dissertation, chapter two, was developed to describe what is known thus far 
about communication between family members of CCI patients and physicians or nurses about 
patient treatment in Korea. A narrative review of studies on communication between family 
members and physicians or nurses about adult patient treatment is given in this manuscript. 
Among eight studies identified in the review, five studies focused on timing of family-physician 
communication about end-of-life care, two studies explored difficulties of family-nurse 
communication from the perspective of nurses, and one study investigated family members’ 
communication needs and their perceptions of the quality of communication with physicians and 
nurses. The findings of this review indicate that inadequate and ineffective communication about 
patient treatment between family members and physicians and nurses is prevalent in Korea. In 
addition, there is a lack of empirical data about family members’ perceptions of the quality of 
communication with physicians and nurses over patient treatment in Korea. In response to these 
findings, the second manuscript of this dissertation, presented in chapter three, outlines the 
development of a Korean measurement to assess family members’ such perceptions. 
 Chapter three described the process of translation and cross-cultural adaptation of the 
English version of the Quality of Communication (QOC) questionnaire into Korean and 
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evaluates the internal consistency of the Korean version. As there are no existing instruments 
that measure family members’ perceptions of the quality of communication with ICU physicians 
and nurses in Korea, this Korean version of the QOC questionnaire was created. The 
development of the Korean version was based on guidelines recommended by Beaton, 
Bombardier, Guillemin, and Ferraz (2000) and Guillemin, Bombardier, and Beaton (1993), 
wherein translation, synthesis of translation, back-translation, committee review, and pre-testing 
were conducted. In the pre-test stage, a pre-final Korean version of the QOC questionnaire was 
administered in eleven family members of ICU patients, and demonstrated an ease of acceptance 
by all of these samples. As a result, the final Korean version was developed and it showed 
satisfactory internal consistency among sixty-two family members of CCI patients.    
 Finally, chapter four presented a study examining whether family members’ symptoms of 
anxiety, depression, and stress are associated with their perceptions of quality of communication 
with ICU physicians and nurses in Korea, wherein the Korean version of the QOC questionnaire 
developed in the second manuscript was utilized to assess family members’ perceptions. In this 
study, an exploratory analysis was also conducted to identify other factors associated with family 
members’ symptoms of anxiety, depression, and stress. The data of this study were supportive of 
the relationship between family members’ perceptions of the quality of communication with ICU 
nurses and their symptoms of depression, but not supportive of other relationships. Findings of 
this study indicated that roughly two thirds of family member were at risk for symptoms of 
anxiety, depression, and stress. Two family member characteristics, being female or having 
experience of medication for mental illness, were found to be associated with symptoms of stress 
in family members in an exploratory analysis.  
 
172 
 
Implications for Practice and Research 
 The findings of this dissertation study have significant implications for practice and 
research on family-ICU care provider communication and psychological outcomes among family 
members of CCI patients in Korea. The family members’ perceptions about the quality of 
communication with ICU physician and nurses measured by the Korean version of the QOC 
questionnaire may be helpful in determining components of family-ICU care provider 
communication that need to be improved. This study suggests that family members of CCI 
patients may not be satisfied with the manner in which ICU physicians and nurses communicate 
about end-of-life care, such as discussing prognoses, providing emotional support, and 
deliberating with family members about treatment decision-making. In order to maximize such 
end-of-life communication, both ICU physicians and nurses need communication skills training 
that prepares them to provide information about patients’ poor prognoses and end-of-life 
treatment to family members. Moreover, the establishment of communication interventions, such 
as the provision of information leaflets and regular family meetings attended by patients, family 
members, and care providers, would be beneficial to family members of CCI patients. The 
knowledge of family members’ perceptions gained in this study will help guide ICU care 
providers and researchers in developing communication strategies to improve family-ICU care 
provider communication and provide evidence for evaluating these strategies.  
 Findings on family members’ symptoms of anxiety, depression, and stress and factors 
associated with these symptoms, can be aid in the development of approaches to addressing 
psychological symptoms of family members of CCI patients in Korea. This study shows that 
many Korean family members of CCI patients are at risk for symptoms of anxiety, depression, 
and stress, wherein female family members, and those with a history of medical or psychiatric 
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treatment for emotions or moods, are at greater risk for symptoms of stress than their 
counterparts. The information gained in this study may be useful to identify which family 
members are at increased risk for symptoms of anxiety, depression, and stress. Additionally, ICU 
physicians and nurses who are aware of the symptom severities of family members can provide 
early interventions to support them, which can be helpful in reducing family members’ 
psychological symptoms and prevent long-term consequences such as anxiety disorders and 
major depression.   
 Furthermore, this study may provide additional data on the relationship between 
perceived quality of communication with ICU physicians and nurses and symptoms of anxiety, 
depression, and stress among family members of CCI patients. Findings of this study shows that 
lower family members’ symptoms of depression are significantly associated with higher 
perceived quality of communication with ICU nurses while there are no associations between 
family members’ perceptions about the quality of communication with ICU physicians and 
symptoms of anxiety, depression, and stress. Although further research investigating such a 
relationship between the perceived quality of communication with ICU physicians and nurses 
and psychological symptoms in family members is warranted, findings of this study suggest that 
communication quality with ICU nurses may be more influential than that with ICU physicians 
in psychological symptoms of family members of CCI patients in Korea.   
 In the paternalist model of medical practice prevalent in Korea, family members often 
take it for granted that physicians will make all the treatment decisions for patients, and they tend 
to feel uncomfortable asking physicians detailed questions about the patient (Kwon et al., 2009; 
S. Ahn, Lee, & Ahn, 2006). In this cultural context, family members may only passively 
participate in communication with ICU physicians about patient treatment, thus preventing them 
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from fully comprehending important details about the patient’s condition and treatment options. 
Given these concerns, ICU nurses can play a significant role in facilitating communication 
between family members and ICU physicians and in supporting family members. As information 
brokers, ICU nurses mediate family-ICU physician communication by, for example, requesting 
that a physician provide patient information to the family or prompting a family member to ask 
the physician certain questions. Additionally, as family supporters, ICU nurses provide 
emotional support to family members as they process patient information, such as poor 
prognoses or end-of-life treatment issues, from ICU physicians (Adams et al., 2010; Zomorodi & 
Lynn, 2010). ICU nurses spend more time with patients and family members than any other ICU 
care providers, and in doing so they develop trusting relationships with family members and 
assess their needs, all of which place ICU nurses in a position to facilitate family-ICU physician 
communication. Therefore, greater attention should be given to ICU nurses’ roles in both family-
ICU physician and family-ICU nurse communication as well as to nurses’ perceived barriers in 
attempting to fulfill these roles. With better understanding of how ICU nurses enact these roles, 
nursing education, practice, and research can work to facilitate ICU communication so as to 
improve sharing of patient information and thus empower patients’ family members.  
 This is the first study examining the relationship between the perceived quality of 
communication with ICU physicians and nurses and symptoms of anxiety, depression, and stress 
among family members of CCI patients in Korea. Since findings of this study suggest that family 
members’ unmet communication needs may be linked to an increased risk for psychological 
symptoms, we need a better understanding of family members’ perceptions of the quality of 
communication with ICU physicians and nurses. Currently, much of what has been studied 
regarding family-physician or family-nurse communication in Korea has been based on patients’ 
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medical chart reviews or the perspectives of nurses. Thus, future research is required to validate 
the Korean version of the QOC questionnaire with an additional assessment of multiple 
psychometric properties including internal consistency reliability, stability reliability, construct 
validity, and responsiveness on a larger scale of family members of ICU patients. Research that 
utilizes the validated Korean version would greatly enhance our understanding of family 
members’ perceptions about the quality of communication with ICU physicians and nurses. 
Moreover, research is needed to establish communication interventions that will assist family 
members who experience difficulties in communicating with ICU care providers.  
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